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ABSTRACT 
 
     This exploratory-descriptive study, using multiple case studies, investigated the 
self-esteem, coping and psychology of infertility of a sample of individuals who have 
received infertility treatment at a privately managed health care unit. Infertility is a 
complex condition associated with the inability to conceive a child, frequently 
manifesting itself as a result of various biological factors. A literature review 
indicated that being on Artificial Reproductive Technology (ART) treatment 
significantly increases the stress in an individual. In an attempt to gain insight into the 
way patients undergoing infertility treatment find the strength to complete their 
treatment cycles, and to endure and overcome the pressures associated therewith, in 
order to continue their lives – in spite of a negative treatment/pregnancy result, the 
researcher found it necessary to investigate the self-esteem, coping and the 
psychology of patients undergoing infertility treatment. 
     An exploratory descriptive research design was used and the participants were 
chosen by means of a non-probability purposive sampling procedure. The participants 
were given a package of questionnaires to complete under the supervision of the 
group facilitator and researcher, prior to, as well as after the intervention. The 
assessment consisted of a biographical questionnaire and two standardised paper and 
pencil measures. The participants’ self-esteem was explored using James Battle’s 
(1981) Culture-Free Self-Esteem Inventory; while the coping resources were explored 
using Hammer and Marting’s (1988) Coping Resource Inventory (CRI). Although 
these data were not analysable, due to the small sample size, it was utilised in a 
qualitative manner to support the findings from the qualitative data. The data were 
also gathered from the participants via a psychological intervention programme in the 
format of three focus group sessions. All the qualitative results were analysed, 
according to Tesch’s model of content analysis.  
     The general finding was that the period of infertility treatment is experienced as 
both difficult and challenging by individuals, and that there is immense healing in the 
sharing of one’s narrative with other infertility patients. It also surfaced that self-
esteem, especially one’s feelings of worth, is most affected by a diagnosis of 
infertility, as well as by going through the roller coaster of the emotions associated 
with the treatment and monthly cycle of infertility. It was evident from the narratives 
told by the participants that every domain of one’s self-esteem is affected by a 
 vi
diagnosis of infertility, and that the biggest challenge in maintaining a positive self-
esteem seemed to be in finding a balance between one’s real self and one’s ideal self. 
Furthermore, this study found that the challenge related to coping for the participants 
in this study was to present a coherent life narrative to the ‘world’, despite intense 
feelings of being misunderstood by others, and being faced with the discourse of 
infertility, as part of one’s life script. The main coping responses utilized by 
participants included the re-channelling of one’s focus, using denial, seeking out 
familial and social support, bargaining with God, and nurturing hope and faith that 
this journey of infertility is merely just a journey and not a destination, with the 
destination that of being blessed with a biological child of one’s own. 
 
 
Key words: Culture-Free Self-Esteem Inventory, Coping, Coping Resources, Coping 
Resources Inventory, Infertility, Psychology of Infertility, Self-Esteem  
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CHAPTER 1 
 
 
INTRODUCTION AND PROBLEM STATEMENT 
 
“Give your mind now to the true reasoning I have to unfold. A new fact is battling 
strenuously for access to your ears. A new aspect of the universe is striving to reveal 
itself. But no fact is so simple that it is not harder to believe than to doubt at the first 
presentation.” 
(Titus Lucretius Carus, On the Nature of the Universe, Date Unknown). 
 
1.0 Introduction 
     This is a study of the self-esteem, coping, and the psychology of infertility of patients 
who have undergone fertility treatment. This chapter will aim to orientate the reader to 
the research and the thesis, as a product of the research process. By way of introduction 
to the research, this chapter provides a general overview of the present study. The need 
for this study is explained and a concise literature overview is presented, looking at the 
qualitative research method, specifically the case-study method, and the three main 
constructs of this study, namely: self-esteem, coping and the psychology of infertility.  
     This is done, in order to assist the reader to integrate the main constructs of the 
research with the methodological choices made in this research. Although the 
methodological issues will be more fully dealt with in Chapter 7, a brief description here 
will help to orientate the reader as to what is in store in this research.  
     Thereafter, the chapter will motivate for this research to provide some impetus for 
explaining and justifying the position and process of this research. In so doing, this 
research will be removed from a possible vacuum and placed within a context that helps 
to ascribe value to its purpose, its process, and to the thesis as a product. This chapter will 
then outline the aims in this research study. Finally, an outline of the thesis as a document 
and product will be given, in order to provide an advanced structure for the reader. In 
doing this, the information on the theory chapters that constitute the theoretical 
framework of this thesis will be presented, as will some information about the final 
chapters and the data presentation, the data analysis and the conclusion of this study. 
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1.1 General Overview of the Study 
     This exploratory-descriptive study investigates the self-esteem, coping mechanisms 
and the psychology of infertility of a sample of individuals who have received infertility 
treatment at a privately managed health-care unit. Infertility is becoming an increasingly 
common concern among couples of reproductive age. The inability to conceive is due to 
a number of factors; and although it is primarily a medical condition, it is a condition that 
has a tremendous psychological effect on the individual and the couple.  
     The term infertility means the inability to conceive, or a reduced state of fertility that 
is caused by various biological factors (Dyer, Abrahams, Hoffman, & Van der Spuy, 
2002; Greer, 2007). According to Davies, Webber and Overton (2009), a couple can be 
diagnosed as being in a state of infertility if they have been unable to conceive a child 
after a twelve-month period of regular unprotected intercourse. 
     Fertility and the propagation of name and lineage by means of a biological heir are 
themes that flood the age-old cultural narratives of history, religion and mythology. The 
ability to conceive and bear a living child is historically linked to prestige and power, 
with identity and generativity; while in contrast, infertility has been known to be 
associated with shame, accursedness, disease and defect (Gravett & Muller, 2010; 
Helman, 2001).  
     The psychological response to infertility can be substantial; and feelings of personal 
and sexual inadequacy may result (Ferring Pharmaceuticals, 2002; Ferreira, 2005; Rajvir 
Dhillon, Cumming, & Cumming, 1999). Furthermore, the socially constructed ideal and 
identity of the woman as a “natural mother”, and the “one who nourishes her child with 
the riches of her body” is thrown into question when she is faced with the possibility of 
infertility (Helman, 2001, p.124).  
     According to Tolman, Impett, Tracy and Michael (2006), physical appearance and 
one’s perception of one’s body is viewed as a powerful contributing factor to self-esteem. 
There are many descriptions and definitions of self-esteem put forward by psychologists. 
Nevertheless, the consensus is that self-esteem is essentially a subjective evaluation of 
one’s self. Battle’s (1981) definition of self-esteem is “the perception that the individual 
possesses of his own worth.” (p.14). In addition to the subjective opinion of one’s self 
(self-esteem), there are people who also subjectively evaluate their resources in life 
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(Ferreira, 2007; Phillips, 2008). This is called coping. According to Monat and Lazarus, 
“coping refers to efforts to master conditions of harm, threat, or challenge when a routine 
or automatic response is not readily available” (Hobfall, 2001; Monat & Lazarus, 1977). 
An individual who perceives to have more coping resources at his or her disposal at any 
given time would also feel more positive about himself or herself (Ferreira, 2007; 
Phillips, 2008).  
     The three constructs of self-esteem, coping and the psychology of infertility are 
explored in this study, using the qualitative-research method. Qualitative research 
methods are well-established in the social sciences, where they form a central tool of 
inquiry. Qualitative research seeks to explore the ‘unquantifiable, personal, in-depth, 
descriptive and social aspects of the world’ (Winter, 2000). Barritt (as cited in Creswell, 
1998) emphasized that the rationale of qualitative research was not the discovery of new 
elements, as in natural scientific studies, but rather the heightening of awareness for 
experience, which has been forgotten and overlooked.  
     This is believed to lead to a better understanding of the way things appear to someone 
else; and through that insight it leads to an improvement in practice. Although this study 
has utilized the quantitative measures, the Culture-Free Self-Esteem Inventory and the 
Coping Resources Inventory, the findings of these measures will be interpreted in a 
qualitative way, in order to serve as supportive information for the qualitative findings of 
the group experience of this study. 
     In designing a qualitative study to address the issues, positions and aims raised in this 
research, one of the central data-gathering techniques in this study has been participant 
observation, which involves the researcher’s prolonged immersion in the life of the 
group, in order to discern people’s habits and thoughts, as well as to decipher the social 
structure that binds them together. The methodological stance and the theoretical 
framework of this research suggested the design-type of a case study, in which multiple 
participants were engaged and contracted into the research process.  
     This multiple-case study was chosen for its potential to provide rich qualitative data 
and in-depth interpretation, thereby allowing for conclusions to be reached, based on 
immersion and prolonged engagement with the issues at hand. The task of the researcher 
in case-study research is to provide an accurate and detailed account of the cases being 
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studied. S/he is expected to look closely and carefully at the evidence, and to produce a 
report, which captures the characteristics of the case within the framework and reference 
of the study. Even though case studies are generally expected to move beyond mere 
description, and to provide insights, which transcend the information that has been 
collected on a case, they rely on the collection of case material (Willig, 2001). 
     When researchers or psychologists study lives, they are likely to find themselves 
listening to the stories their subjects tell, and trying to discern the central, underlying 
story that animates any particular person’s life. Qualitative research, and more 
specifically, case-study research tends to emphasise the individuality of the person as a 
whole, rather than the individuality found in a single element.  
     This approach to research provides a unique and holistic description of the individual 
being investigated; and it focuses on understanding a single case (Denzin & Lincoln, 
1994). Through this in-depth exposure of the researcher to the subjective reality of the 
chosen subject, s/he develops a certain level of sympathy and empathy for the person or 
group being researched, and this can be translated into a vivid emotionally compelling 
life story; and this is then conveyed to the reader (Mouton, 1988).  
     When working with patients, the therapist can be seen as the ‘Uninvited Guest’ who 
takes on the role of someone who is both an ambiguous player in the ‘drama of the 
couple’, and yet stands in a unique position – as one who is neither entirely welcome, nor 
invited. This equivocal ‘insider’ appears to choreograph what happens, making it possible 
for the other participants (the couple) to see what they might otherwise never see. The 
uninvited guest lights a candle or two in the hope that it might lead the couple to some 
illumination of a profoundly complex, even mystical, process in therapy, or the group 
experience they are in as couple (Fisher, 2005). 
     We are born into a storied world, and we live our lives through the creation and 
exchange of narratives. We are tellers of tales. We seek to provide our scattered and 
confusing experiences with a sense of coherence, by arranging the episodes of our lives 
into stories. Narrative not only brings order to our everyday life, but, reflexively, it also 
provides structure to our very sense of selfhood (Murray, 2003). This study was 
conducted, in order to gain insight into the self-esteem and coping of patients undergoing 
infertility treatment. It also tried to gain insight into the psychology of infertility by 
 5
giving patients the opportunity to tell their narratives of this highly complex experience 
of the diagnosis and treatment of their infertility.  
 
1.2 Problem Statement and Rationale for this Study 
     The context of the current study is patients who have received infertility treatment at a 
privately managed health-care unit in the Nelson Mandela Metropole area. For 
individuals and couples who are diagnosed with infertility every year, the diagnosis 
brings with it a whole range of new challenges. Patients must not only confront the 
physical aspects of infertility, but also the psychological and social impact that 
accompanies this condition. A crisis, such as this, is often a turning point in an 
individual’s as well as a couple’s life. The stress of dealing with a condition, such as 
infertility, brings about prolonged uncertainty, as well as intense personal strain, which 
can have a profound and lasting impact on an individual (Sexton, Byrd, & von Kluge, 
2010).   
     While the incidence of infertility is increasing, and steady progress is being made in 
understanding the role that stress and coping play in aggravating the effects of infertility, 
the experience of infertility remains firmly rooted in the medical model of cause-and-
effect. While acknowledging that infertility is perceived as a stressful life event, it is also 
perceived by some to be on a par with the experiences of death and divorce (American 
Society for Reproductive Medicine, 2004).  
     It is important to try and understand how individuals make sense of their infertility 
experiences, how they subjectively understand and appropriate the situation, as well as 
what helps them to cope constructively with the wide range of experiences and emotions 
that accompany this diagnosis. Furthermore, with the advent and explosion of 
technological treatment for overcoming infertility, such as in-vitro fertilization (IVF), 
gamete intra-fallopian transfer (GIFT), and other variations of test-tube treatments, 
infertile couples are faced with numerous treatment choices, many carrying high financial 
costs and relatively small chances of success (Davies, Webber, & Overton, 2009; Greer, 
2007; Kruger & Van der Merwe, 2010). Individuals may also find themselves in the 
throes of moral, religious and ethical dilemmas, as the possibility of carrying donor 
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sperm, egg cells or multiple embryos becomes one of the possible ways of having a child 
(Helman, 2001; Kruger, 2006).     
     To be diagnosed with infertility or reproduction-related problems is appraised by most 
individuals as a significantly stressful life event. According to Cooper-Hilbert (1998), 
most patients experiencing infertility have intense periods of anxiety, depression, 
helplessness, relationship or marital difficulties, and cognitive impairments at some time 
during the course of their treatment cycles. While some of these difficulties can be 
overcome, as patients learn to adjust, accept and cope with their infertility, the stress 
induced invariably puts excessive demands on their self-esteem and coping abilities, and 
may play a significant role in their prognosis.  
     The stressful situations, to which the participants in this study must react, are largely 
as a result of the implications of treatment procedures and social pressures. Infertile 
individuals report experiencing stress from various sources, including the treatment itself, 
its effects on the marital relationship, the financial impact of treatment, jealousy when 
friends, family or colleagues conceive, interference with work, and lack of support from 
loved ones (Domar, 1997; Ferreira, 2005). 
     According to Rice (1998), stress drains energy and motivation, if the perceived threat 
continues over an extended period of time, without an apparent end to the stressful 
situation. In the case of patients undergoing infertility treatment, severe stress is 
experienced due to, for example, repeated treatment cycles, failed treatment cycles, 
socio-economic problems and societal pressure to produce (Daniluk & Tench, 2007). In 
order to cope with these stressors, individuals engage in a variety of ways and strategies 
to deal with their infertility. The coping strategies utilized seem to influence the degree of 
stress experienced by the infertile individual (Domar, 1997).      
     In an attempt to gain insight into the way patients undergoing infertility treatment find 
the strength to complete their treatment cycles, and to endure and overcome the pressures 
associated – in order to continue with their lives – in spite of a negative 
treatment/pregnancy result, the researcher found it necessary to investigate the self-
esteem, coping and the psychology of patients who have received infertility treatment. 
The desire to have a child is natural; and most couples plan on experiencing pregnancy 
and childbirth at a certain point in their adult lives. Although conceiving a child may 
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seem like the easiest thing in the world, this is actually not the case for many couples. It 
is estimated that one in six couples are affected by infertility (Port Elizabeth Infertility 
and Wellness Clinic, 2004).  
     An extensive literature review has shown that the psychological impact of infertility 
challenges more than the mere coping ability of the individual; it also affects emotional 
responses, self-esteem, and a sense of identity and wellbeing. Despite the prevailing 
belief that counselling is useful in the management of infertility problems, relatively few 
studies have evaluated the experiences associated with such psychosocial interventions 
(Boivin, 2003). Thus, this study’s focus is to assess the self-esteem, the coping resources, 
and psychology of infertile patients. More specifically, there is a need to answer 
questions such as: “How does a treatment cycle affect an individual’s sense of self? How 
does infertility affect an individual’s ability to cope? Where do infertility patients receive 
support? Can we do something to increase support within the highly stressful life event of 
infertility treatment? And is there value in participating in a psychological intervention 
programme, when infertility treatment has been received?” To this end, the self-esteem, 
coping resources and psychology of infertility patients receiving outpatient treatment at a 
privately managed health-care hospital was described and explored.  
     The underpinning constructs of self-esteem, coping and the psychology of infertility 
were carefully chosen by the researcher, subsequent to previous studies conducted in the 
field of infertility, as well as an extensive research review on infertility that revealed self-
esteem and coping to be prominent factors influenced by treatment cycles.  
 
1.3 Aims of the Study 
     The general aim of this study was to investigate – by means of exploration and 
description – the self-esteem, coping resources and perceived experience or psychology 
of infertile patients participating in a psychological intervention, such as a series of 
workshops. The researcher feels it is imperative to be reminding the reader that the 
current study has endeavored to focus on the participants’ wellbeing and ability to 
constructively cope with stress, rather than to merely measure the stress levels in the 
participants per se. This study in context attempts to place and facilitate the development 
of insight into the way in which individuals, in the midst of a crisis, such as infertility, 
 8
find the strength to endure and overcome the pressures associated with this condition. 
This research study has, therefore, inter alia investigated self-esteem; this along with 
coping provides an impression of the person’s general psychological wellbeing and 
coping ability. 
     Thus, the core or central theme in this research revolves around the psychology of 
infertility during a treatment cycle, with specific reference to the self-esteem and coping 
ability of participants. In this study, it follows that although the psychology of infertility 
is the driving construct of this research at times, the word ‘narrative of infertility’ will 
also be used interchangeably, as at times it provides for a richer description of the stories 
told by the participants. However to fully comprehend and understand the construct of the 
psychology of infertility it is necessary to understand the perceived experiences of 
patients undergoing infertility treatment. Thus, in order to enrich and thicken the 
description of the psychology of infertility the researcher at times looks at the perceived 
experiences of infertility through the medium of a focus group. Similarly the 
understanding of the construct of self-esteem is enriched through the use of the Culture-
Free Self-Esteem Inventory while the construct of coping is thickened and enriched using 
the Coping Resources Inventory questionnaire. 
     For a greater understanding of the concept of the three constructs, the psychology of 
infertility, self-esteem and coping, the researcher included three general research 
statements to guide this research. 
 
1. For the purposes of this study, the psychology of infertility means patients’ 
experiences, perceptions, understanding and accounts of the physical and 
emotional aspects surrounding infertility and the treatment of infertility. 
2. For the purposes of this study, self-esteem means the perception one forms of 
oneself during the course of a life crisis, such as a diagnosis of infertility. It also 
looks more closely at what dimensions of one’s self-esteem are affected by the 
treatment and the journey of infertility in general. It also looks at what other 
factors influence self-esteem: either positively or negatively. 
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3. For the purposes of this study, coping means that which every person draws from 
within themselves (internally) or from the world around them (externally), in 
order to make the pain of the crisis of infertility more tolerable to themselves. It 
also refers to the coping responses utilized during treatment, and thereafter, 
whether these mechanisms are constructive or destructive. 
      
     The findings of this research study were expected to be useful to professionals in this 
field, as well as to the individuals and couples themselves, in giving an idea as to what 
couples might find difficult or challenging about infertility treatment. 
      
1.4 Outline of the Study 
     The current chapter, Chapter 1, has introduced the present study; and it provides the 
necessary contextual background against which the research was conducted. It has also 
provided the rationale for the study, and described the aims or the research statements of 
the current study. The second chapter of this document, Chapter 2, seeks to expand and 
enrich the reader’s understanding of the broad area of qualitative research, when utilizing 
multiple-case studies in one’s research methodology. It is with this in mind that this 
chapter is devoted to describing the qualitative method of doing research in terms of its 
theoretical context, assumptions, perspectives, and procedures.  
     Because infertility is seen to be rooted in the medical model, the researcher found it 
necessary to devote Chapter 3 to providing a description and understanding of infertility 
in general, where information is provided about the biological aspects associated with 
infertility. This chapter briefly also looks at the diagnosis of infertility, self-esteem and 
coping – viewed through the lens of psychological strength; while Chapter 4 goes on to 
explore the social and psychological experiences of infertility. Chapter 5 reviews the 
definitions of self-esteem. The researcher also looks at theories related to self-esteem and 
the domains of self-esteem. Finally, this chapter discusses some relevant research 
suggestions on self-esteem – specifically related to patients undergoing infertility 
treatment. Chapter 6 of this document gives an overview of the literature, the theory and 
past research in the field of stress, coping and coping resources.  
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     Coping resources are discussed as a means of mediating the stress response and of 
promoting wellness. Chapter 7 describes the research design and the methodology 
employed in this study. In order to provide a more comprehensive background of the 
participants, the sample’s demographic details are also included in this chapter. The data 
presentation and analysis of this study is presented in Chapter 8. Finally, Chapter 9 
presents the concluding remarks on this study’s findings, as well as the limitations and 
significance of the study. It also provides some suggestions for possible future research 
areas. 
 
1.5 Conclusion 
     This short chapter has served to orientate and introduce the reader to this research and 
to this thesis. As a brief chapter, it has covered a wide range – from introducing the 
research topic and the research rationale, to outlining the aims of this research, in order to 
establish a basis, from which to justify doing the research. All research needs a basis and 
a justification in order to make them worthwhile. The chapter has also outlined and 
defined some key terms in the thesis, in order to orientate the reader to what these terms 
mean in this thesis. This chapter has sought to make a case for the research, before going 
on to outline the structure and content of this thesis as a product and as a document of the 
research-case study.  
     The next chapter will look at qualitative research, and the value to be derived from 
doing this type of research. 
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CHAPTER 2 
 
 
THE VALUE OF QUALITATIVE RESEARCH WHEN DOING MULTIPLE 
CASE STUDY RESEARCH 
 
“We are voices in a chorus that transforms lived life into narrated life, and then 
returns narrative to life, not in order to reflect life, but rather to add something 
else, not a copy, but a new measure of life; to add, with each novel, something 
new, something more, to life.”  
(Carlos Feuntes, Date Unknown). 
 
2.0 Introduction 
     This chapter seeks to expand and enrich the reader’s understanding of the broad area 
of qualitative research when utilizing multiple-case studies in research methodology. It is 
with this in mind that this chapter is devoted to describing the qualitative research method 
in terms of its theoretical context, the assumptions, perspectives, and procedures. Finally, 
this chapter looks more closely at the value of the relationship between the therapist or 
researcher and the participants telling their story.  
 
 2.1 Qualitative Research in Psychology  
 
  2.1.1 From Recipes to Adventures 
     When the word adventure is mentioned, it immediately captures the imagination. We 
are curious to know what it was like, how it felt, and what happened next or thereafter. 
We see the adventurer as someone who has been changed by the experience – someone 
who will never be the same again. Adventures can be described as sudden, unexpected 
and surprising events, which are pleasurable because of the unexpected surprises that lie 
locked up within them. Willig (2001) suggested that we should consider the research 
process as a type of adventure. She stated, that in the past, research methods were thought 
of as recipes. Research appeared to involve choosing the right ingredients (a 
representative sample, a standardized measurement instrument, and the appropriate 
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statistical test) and administering them in the right order (according to a set procedure).    
Having done his/her best to get it right, the researcher would hold his or her breath, 
hoping that the experiment had worked. “This was much like hovering about in the 
kitchen, waiting for the perfect roast to emerge from the oven” (Willig, 2001, p.2). 
According to Willig, research is now looked at in a different light. Research methods 
have become ways of approaching a question. They are also ways of justifying an 
answer. 
     It is imperative to note that the true value in qualitative research is that qualitative 
observers are not bound by predetermined categories of measurement or response, but are 
free to search for concepts of categories that appear meaningful to the subjects (Denzin & 
Lincoln, 1994). Carol Brooks Gardner (1993), as cited in Denzin and Lincoln (1994, 
p.378) described the essence of qualitative observation well, when she said: “I look for 
the ‘Click!’ experience – something sudden, though minor, epiphany as the emotional 
depth or importance of an event or a phenomenon.”  
     The section below provides a context within which to place qualitative research 
methods in psychology; and it identifies the defining features of such research. 
 
  2.1.2 General Considerations in Qualitative Research 
     Qualitative research methods are well established in the social sciences, where they 
form a central tool of inquiry. In contrast, they have played a more limited role in the 
health sciences, where research is predominantly quantitative in nature (Jones, 1995; 
Pope & Mays, 1995). According to this quantitative approach, the best available evidence 
for patient care is derived from randomized, placebo-controlled trials, which make use of 
the statistical analysis of data to confirm or refute the significance of the findings (Mann, 
1996, as cited in the Royal College of Obstetricians and Gynaecologists, 1998; Bergsjo, 
1999). Although in theory every emotion and thought can be transformed to measurable 
entities, the insistence on a mathematical strategy to all questions in research appears to 
be inappropriate (Bergsjo, 1999). 
     In contrast to quantitative research, which is limited to the domain of measurable 
variables, qualitative research seeks to explore the ‘unquantifiable, personal, in-depth, 
descriptive and social aspects of the world’ (Winter, 2000). Barritt (as cited in Creswell, 
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1998) emphasized that the rationale of qualitative research was not the discovery of new 
elements, as in natural scientific studies, but rather the heightening of awareness for 
experience, which has been forgotten and overlooked. This is believed to lead to a better 
understanding of the way things appear to someone else; and through that insight, it leads 
to an improvement in practice. 
      
  2.1.3 Towards Defining Qualitative Research 
     There is currently an explosion of interest in qualitative psychology. This is a 
significant shift in a discipline, which has hitherto emphasized the importance of the 
quantitative methodology (Ashworth, 2003). More specifically, post-modern research has 
increasingly moved towards qualitative research, as opposed to quantitative research (de 
Lauwere, 2002). 
     Qualitative research is not a single entity; but it contains a wide variety of research 
methods, which have emerged from five basic research traditions (Creswell, 1998). These 
five traditions comprise biography, phenomenology, grounded theory, ethnography, and 
case studies. For the purposes of this study, the researcher will discuss some of these 
traditions later in this chapter. Furthermore, while some researchers work strictly within 
the framework of only one of these methodological traditions, others combine certain 
aspects of various traditions. In addition, new frameworks for qualitative research 
continue to emerge and evolve (Trochim, 2004).  
     Qualitative research as a site of discussion, or discourse, is difficult to define clearly, 
as it has no theory, or paradigm that is distinctly its own (Denzin & Lincoln, 1994). A 
dictionary definition of qualitative analysis suggests that it is concerned with describing 
the constituent properties of an entity; while quantitative analysis is involved in 
determining how much of the entity there is (Smith, 2003). According to Denzin and 
Lincoln (1994), the term ‘qualitative’ implies “an emphasis on processes and meanings 
that are not rigorously examined, or measured (if measured at all) in terms of quantity, 
amount, intensity or frequency” (p.4.). Geertz (1973) further described qualitative 
research as aiming to provide rich or thick descriptive accounts of the phenomenon under 
investigation, while quantitative research is more concerned in general with counting 
occurrences, volumes, or the size of associations between entities.  
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     The qualitative and quantitative research approaches mainly differ in terms of how the 
data are gathered and are analyzed. Quantitative research requires the reduction of 
phenomena to numerical values, in order to carry out statistical analyses. In contrast, 
qualitative research involves collecting the data in the form of naturalistic verbal reports, 
and the analysis conducted on these is textual. It could thus be said that the concern of 
qualitative research is with interpreting what a piece of text (verbal report) means, rather 
than finding the numerical properties of it. The interpretation of these qualitative data is 
then conveyed through detailed narrative reports of participants’ perceptions, 
understandings, or accounts of a specific phenomenon – and, in the case of this study, 
fertility treatment (Ashworth, 2003; Banister, et al., 1999; Smith, 2003; Willig, 2001). 
     Qualitative research typically involves small study cohorts, many variables, and an 
inductive research approach (that is using findings or observations to generate a 
hypothesis), rather than the deductive approach applied in quantitative research 
(formulating a hypothesis at the outset of research and using findings to confirm/refute 
this hypothesis). Thus, research questions can be changed or modulated in the course of 
the data collection, in order to accommodate new themes that emerge while doing the 
research. Studies that are qualitative in nature are usually conducted in natural settings, 
rather than in the experimental environment of quantitative research.  
     Furthermore, qualitative research uses semiotics, narrative, content, discourse, 
archival, and phonemic analysis, and even statistics. Qualitative research projects also 
draw upon and utilize the approaches, methods, and techniques of ethno-methodology, 
phenomenology, hermeneutics, feminism, rhizomatics, deconstructionism, ethnographies, 
interviews, psychoanalysis, cultural studies, survey research, and participant observation, 
among others (Nelson, Treichler & Grossberg, 1992). According to Nelson et al. (1992), 
all of these research practices “can provide important insights and knowledge” (p.2). No 
specific method or practice can be privileged over any other, and none can be “eliminated 
out of hand” (p.2).   
     However, the data collection commonly takes the form of observation, interviewing, 
documentary analysis, and group discussions, in which the researcher does not try to be 
invisible or neutral (as in most quantitative studies), but actively engages with the 
research participants to generate information-rich data (Denzin & Lincoln, 1994). The 
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data gathered in this manner are inherently diverse, non-standardised, and can be difficult 
to classify. It is the aim of the analytical process to provide coherence and structure to the 
data (Jacelon & O’Dell, 2005).     
     Blumer (1969) noted the importance of interviewing a select group; he mentioned 
“seeking participants…who are accurate observers and who are well informed…A small 
number of such individuals brought together as a discussion and resource group, is more 
valuable many times over than any representative sample” (p.41). Today, group 
interviews in general are generically designated focus-group interviews; and this 
procedure was also utilized during this study. 
     The skills required of a group interviewer are not significantly different from those 
needed by an interviewer of individuals. The interviewer must be flexible, objective, 
empathic, persuasive, and a good listener (Denzin & Lincoln, 1994). However, a group 
can present some unusual problems. In Denzin and Lincoln, three specific skills needed 
by the interviewer are noted: Firstly, the interviewer must keep one person or a small 
coalition of persons from dominating the group; secondly, he or she must encourage 
recalcitrant respondents to participate; and thirdly, he or she must obtain responses from 
the entire group, in order to ensure the fullest possible coverage of the topic. The group 
interviewer must simultaneously worry about the script of questions, and at the same time 
be sensitive to the evolving patterns of group interaction (Frey & Fontana, 1995). 
     The group interview has the advantage of being inexpensive, data-rich, flexible, 
stimulating to respondents, recall aiding, and cumulative and elaborate, over and above 
the individual responses. This type of interview is not, however, without its problems. 
Some disadvantages are that the emerging group culture may interfere with individual 
expression; the group may be dominated by one person; and the format of the group 
makes it difficult to research any sensitive topics.   
     In Psychology, qualitative approaches are generally involved with exploring, 
describing, and interpreting the personal and social experiences of participants. Rather 
than trying to test a preconceived hypothesis on a large sample of participants, the 
researcher utilizing qualitative research attempts to understand a small number of 
participants’ frame of reference, or view of the world. For some qualitative researchers, 
the primary emphasis lies in how meanings are constructed and shaped discursively. For 
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most qualitative researchers, this approach is consonant with a theoretical commitment to 
the importance of language as a fundamental property of human communication, 
interpretation, and understanding (Smith, 2003). 
     The analysis of qualitative interview data is a complex process, in which the 
researcher has to become fully familiar with or immersed in the original interviews 
(usually captured on audio-tapes). Thereafter, the data are broken down into many 
categories and sub-categories, which are then coded and catalogued. The relationship 
between the categories is explored, key storylines are identified, associations are 
evaluated, contexts are defined, and the data may be mapped on charts or graphs (Jacelon 
& O’Dell, 2005).  
     In the next stage of analysis, the categories are combined into broader topics; and in 
doing so, data-reduction may occur. Thereafter, the data are ‘re-assembled’, according to 
various criteria, such as facts, timelines, or prevalence, in order to build a logical chain of 
events and evidence, which would allow for interpretation. This research procedure will 
be discussed in more depth in the methodology section of this thesis.  
     In the last phase of analysis, the data are condensed; and a detailed report or narrative 
is written. In this narrative, the qualitative researcher aims to preserve some of the 
original accounts forwarded or gathered by the study participants (Berg, 1995; Creswell, 
1998). One method of doing this is through direct quotes. Quotes are common features in 
qualitative reports where they fulfil different functions. These functions comprise 
representing the ‘truth’, providing a specific example of a finding, and drawing attention 
to individual human experiences, which could be otherwise lost in the data. Generally 
speaking, such quotes should be used to add personal and dramatic nuances to the 
narrative, without seeking to dramatise the findings (Sandelowski, 1994).      
     As already mentioned in this section, qualitative findings do not lend themselves to be 
presented in tables or figures; and simply counting how many participants said one thing 
or another would be to draw quantitative conclusions from a qualitative inquiry. Yet it is 
important for the purposes of this study, that some numbers may be required to convey 
information on the magnitude or frequency of a finding or effect (Sandelowski, 2001).  
     Given that we need to make sense of our social world, and to express that ‘making 
sense’ to ourselves and others linguistically, qualitative researchers emphasize the value 
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of analytical strategies that remain as close as possible to the symbolic system in which 
that sense-making occurs (Smith, 2003). Taking this into consideration, the following 
section introduces the concept of epistemology, and some of the major epistemological 
positions in qualitative psychology; after which, the different qualitative approaches, in 
terms of their theoretical assumptions, perspectives, and procedures, will be discussed. 
 
2.2 Major Epistemological Positions              
     Research methods provide researchers with ways, in which to approach and answer 
their research questions. Research methods can be described as “the way to the goal.” 
(Kvale, 1996, p.278). However, researchers first need to identify their goal, and be able to 
justify their choice. They need to be clear about the objectives of their research, and they 
need to have a sense of what it is possible for them to find out. In other words, they need 
to adopt an epistemological position (Willig, 2001). 
 
  2.2.1 Positivism 
     Positivism can be described as one epistemological position, which suggests that there 
is a straightforward relationship between the world as a whole (objects, events, 
phenomena) and our perception – and the understanding thereof. A positivist 
epistemology implies that “the goal of research is to produce objective knowledge” 
(Willig, 2001, p.3). However, it is now generally accepted that observation and 
description are selective, and that our perception and understanding of the world is, 
therefore, only partial at best. However, people disagree about the extent to which our 
understanding of the world can approach objective knowledge, or even some kind of truth 
about the world. The different responses to the question at hand range from naïve realism, 
which is akin to positivism, to extreme relativism, which rejects concepts, such as truth or 
knowledge altogether. In between these two extreme points of departure, we find 
positions, such as critical realism and the different versions of social Constructionism 
(Parker, 1998).      
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  2.2.2 Empiricism 
     Empiricism is closely related to positivism. This construct is based on the assumption 
that our knowledge of the world must be derived from the facts of experience (Chalmers, 
1999). In other words, the sense of perception provides the basis for knowledge 
acquisition, which proceeds through systematic collection and classification of 
observations, and which include experiments. According to this view, simple 
observations are combined to give rise to more complex ideas; and theory follows from 
these observations. Theories are constructed in an attempt to make sense of the data 
collected through observations. 
     Modern-day empiricists would argue that knowledge acquisition depends on the 
collection and analysis of data. They do not believe that theoretical work exclusively can 
move us closer to the truth; they propose that all knowledge claims must be grounded in 
data. At this point, the researcher feels it important to differentiate between the terms 
empiricist and empirical. While empiricist refers to the attitude that all knowledge claims 
must be grounded in the data; empirical, on the other hand, is a descriptive term referring 
to research that involves the collection and analysis of data (Willig, 2001). 
 
  2.2.3 Hypothetico-deductivism 
     Alternative theories of knowledge were developed because of a number of serious 
practical, as well as the logical limitations, of positivism and empiricism. Thus, 
subsequently, Hypothetico-deductivism was formulated. In Karl Popper’s Hypothetico-
deductive method, theories are tested by deriving a hypothesis from them. This 
hypothesis is then tested in practice: either by experiment or observation. This research 
method mainly aims to put a theory’s claims to the test – to either reject the theory or to 
retain it for the time being. Thus, Hypothetico-deductivism works by looking for 
disconfirmation or falsification, rather than looking for evidence that confirms a theory’s 
claims. This assists us in finding out which claims are not true; and, by a process of 
elimination of the claims made, we move closer to the truth.   
     However, Popper’s Hypothetico-deductivism method has been criticised for failing to 
acknowledge the role of historical, social, and cultural factors in knowledge formation. It 
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was said that it did not to provide sufficient space for theory development; and it was 
described as being both elitist and a myth (Banister et al., 1999; Roberts, 2002). 
 
  2.2.4 Feminist Contributions 
     Many of the problems and limitations associated with the established epistemologies 
outlined above were identified by feminist scholars in the 1960s and 1970s (Olesen, 
1994; Smith, 1994). These scholars responded in different ways to the problems and 
limitations associated with positivism, empiricism, and hypothetico-deductivism, by 
developing alternative approaches. These approaches emphasized empowerment, 
collaboration, and consciousness-raising. They also gave a voice, attention and meaning 
to the experience of women. Gluck and Patai (1991) explained that: “The insights of the 
women’s movement began to have a transformative effect; and women’s experiences 
were accorded value” (p.1). 
  
  2.2.5 Social Constructionism 
     Social Constructionism has become an increasingly influential approach in recent 
years (Burr, 1995). Social Constructionism leads us to consider the ways in which every 
person’s social, interpersonal reality has been constructed through interaction with other 
human beings and human institutions, and to focus on the influence of social realities on 
the meaning of people’s lives (Freedman & Combs, 1996). Furthermore, Social 
Constructionism draws attention to the fact that human experience, including perception, 
is mediated historically, culturally, and linguistically. That is, what we perceive and 
experience is never a direct reflection of environmental conditions, but must rather be 
seen and understood as a specific reading of these conditions. Thus Social Constructionist 
theorists believe that different contexts create different outcomes (Avis, 1999). Using this 
narrative metaphor of Social Constructionism leads us to think about people’s lives as 
stories; and to work with them to experience their life stories in ways that are meaningful 
and fulfilling (Freedman & Combs, 1996).  
     Kathy Weingarten (1991, p.289), as cited in Freedman and Combs (1996), writes: “In 
the Social Constructionist view, the experience of self exists in the ongoing interchange 
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with others…the self continually creates itself through narratives that include other 
people, who are reciprocally woven into these narratives.” 
     Language is an important aspect of socially constructed knowledge. One specific 
phenomenon or event can be described in many different ways, which gives rise to 
different ways of perceiving and understanding this phenomenon or event; yet neither 
way of describing it is necessarily faulty (de Lauwere, 2002). Research, using a social 
constructionist perspective as its framework, is concerned with identifying the various 
ways of constructing social reality that are available in a specific culture, to explore the 
conditions of their use, as well as to trace their implications for human experience and 
social practice (Willig, 2001).  
     Qualitative researchers utilizing Social Constructionism tend to focus on meaning 
(Roberts, 2002). These researchers are interested in how people make sense of the world, 
and how they experience events. They also aim to understand “what it is like” to 
experience particular conditions, and “how people manage” certain situations (Willig, 
2001, p.9). These researchers further emphasise the socially constructed nature of reality, 
and stress the point that inquiry is value-laden. They search for answers as to how social 
experiences are created, and how people give meaning to these experiences. Thus, these 
researchers tend to be concerned with the quality and texture of experience, rather than 
with the identification of cause-and-effect relationships. Thus, the objective of qualitative 
researchers utilising Social Constructionism as a framework is to describe and possibly 
explain events and experiences, but never to predict (de Lauwere, 2002; Smith & Osborn, 
2003).  
     Social Constructionists believe that it is not possible for the psychologist or researcher 
to be neutral or objective, as they always bring their previous experiences, and the 
realities created thereby into the scientific context. This is not considered problematic; 
but rather it is seen as part of the research process and part of the research tools used 
(Avis, 1999).      
     When it comes to this school’s ideas surrounding problematic behaviour and the 
process of changing those behaviours, it is no surprise that problems are also seen as 
being influenced by the social context of people. Therefore, emphasis is placed on the 
way in which the people in the person’s environment talk about the problem. This is 
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because the way in which the problem is talked about would influence the problem, as 
well as the experience of the problem. When it comes to changing behaviour, the focus is 
on the conversational nature of therapy; and the aim is to create alternative ways of 
talking about the problem, in order to enhance greater possibilities for changed 
behaviour. A social-constructionist therapist would place the emphasis on the social 
implications of the problem, and on how realities and meanings have been created around 
the problem (Avis, 1999). 
     It is evident that there are several approaches to qualitative psychology; however, it is 
probably true to say that behind each approach is a concern with human experience and 
its richness (Smith, 2003). Some qualitative researchers refer to the personal ‘life world’, 
and try to describe an individual’s experience within this particular meaningful realm. 
Other qualitative researchers turn their attention to the range of social interpretations of 
events available to a person. These researchers argue that these interpretations are what 
give rise to the individual’s experience.  
     These authors may avoid using the term ‘experience’, feeling that it points too much 
to the individual person; and they may suggest that the social nature of the constructions 
of the world that guide thought and action comprises what should rather be studied 
(Murray, 2003; Willig, 2001). Such variations within qualitative Psychology do not 
negate the idea that qualitative research in Psychology focuses on experience; but they 
rather reinforce the suggestion that those within contemporary Psychology who wish to 
investigate experience in detail, would tend to turn to qualitative means of accomplishing 
this. According to Smith (2003), a concentration on human experience as the central topic 
of Psychology, seems to lead almost inevitably to qualitative research. 
     It is important to note that qualitative psychology is not a homogeneous entity. There 
are a number of different approaches – each with overlapping, but different theoretical 
and/or methodological emphases. The following section aims to navigate the reader 
briefly through the different qualitative approaches in terms of their underlying 
theoretical assumptions, perspectives, and procedures.   
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 2.3 Qualitative Approaches to Research 
     Madill, Jordan, and Shirley (2000) have classified the six commonly used qualitative 
research methods on a continuum (from naïve realism to radical relativism) in terms of 
their epistemological positions. Using Madill, Jordan, and Shirley’s classification, case 
studies and the realist version of grounded theory could be described as realist; 
Interpretative Phenomenological Analysis, memory work and the social constructionist 
version of grounded theory take a contextual constructionist approach; while discursive 
psychology could be described as radical constructionist. Foucauldian discursive analysis 
can be approached from the perspective of a contextual constructionist, or from a radical 
constructionist perspective. These six methods and their relevant positions on the 
continuum are graphically displayed in Figure 1. Thereafter, the six methods will be 
discussed briefly, using the following three questions as a guide (Willig, 2001):  
 
1. What kind of knowledge does the method produce? 
2. What kinds of assumptions does the method make about the world? 
3. How does the method conceptualise the role of the researcher in the research 
process? 
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Figure 1 
Epistemological Positions Associated with the Six Methods of Qualitative Research 
 
 
   Naïve realist                                                                                        Radical relativist 
      (experiential)                                                                                            (discursive) 
 
                                                                       
                                                                     Grounded Theory 
                               Grounded Theory       (social constructionist 
                                  (realist version)                  version) 
  
                                                             Interpretive                  Discursive Psychology 
                                                         Phenomenological  
                                                              Analysis        
                                                                                    Foucauldian Discourse Analysis 
                       Case Studies 
                  
                      
                                             Memory Work 
 
 
(Adapted from Willig, 2001, p.147) 
 
  2.3.1 Case Studies 
     The case study itself is not a research method. Case studies rather constitute an 
approach to the study of singular entities, which may involve the use of a wide range of 
diverse methods of data collection and analysis. Therefore, the case study is not 
characterized by the methods used to collect and analyze the data, but rather by its focus 
on a particular unit of analysis – the case (Edwards, 1990; Stake, 1994). A case study can 
constitute an individual, an organization, a city, a group of people, a community, a 
patient, a school, an invention, a situation, an incident, or an experience.  
     Bromley (1986) described cases as “natural occurrences, with definable boundaries.” 
(p.8). The case study involves an in-depth, intensive and sharply focused exploration of 
such an occurrence; and it contains a number of defining features, some of which are 
discussed below. 
     Firstly, case studies have an idiopathic perspective, which implies that they are 
concerned with the particular rather than with the general. The uniqueness of a case study 
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is likely to be pervasive, extending to: (a) the nature of the case; (b) its historical 
background; (c) the physical setting; (d) other contexts, such as economic, political and 
legal; (e) other cases, through which the case is reorganized; and (f) those informants 
through whom the case can be known (Denzin & Lincoln, 1994). Thus the aim of a case 
study is to understand an individual case in its particularity. This can be contrasted with a 
nomothetic approach, which aims to identify general laws of human behaviour by 
averaging out individual variations (Cavaye, 1996).  
     Secondly, case-study research takes a holistic approach, in that it considers the case 
within its context. This means that the researcher pays attention to the ways in which the 
various dimensions of the case relate to, or interact with, its environment (Willig, 2001).  
     Thirdly, case studies integrate information from diverse sources, to gain an in-depth 
understanding of the phenomenon under investigation. This may involve the use of a 
range of data collection and analysis techniques within the framework of one case study. 
Triangulation can be described as a process of using multiple perceptions to clarify 
meaning, and to verify the repeatability of an observation or an interpretation.      
Triangulation thus enriches case-study research, as it allows the researcher to approach 
the case from a number of perspectives (Stake, 1994). This, in turn, facilitates an 
appreciation of the various contexts: social, physical, symbolic, and psychological. 
     Fourthly, case studies involve the investigation of occurrences over a period of time 
(they contain a temporal element). According to Yin (1994), “establishing the how and 
why of a complex human situation is a classic example of the use of case studies” (p.16). 
As case studies are concerned with processes that take place over time, a focus on change 
and development remains an important feature of all case studies. 
     Finally, case studies facilitate theory generation. The detailed exploration of a 
particular case can generate insight into social or psychological processes, which in turn 
could give rise to theoretical formulation and hypotheses. According to Denzin and 
Lincoln (1994) and Willig (2001), Freud’s psychoanalytical case studies constitute a clear 
example of the relationship between case studies and theory development. 
     Individual cases may be studied for different reasons. A researcher may focus on a 
particular case, because it is interesting in its own right, or because it is seen as 
representative of a particular kind of situation or phenomenon. The researcher may wish 
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to explore a single case in as much depth as possible, or s/he may seek to compare a 
number of cases with one another, in order to arrive at a more general understanding of a 
specific phenomenon. The researcher’s investigation of the case may be purely 
exploratory; or it may be designed to test an existing theory. In addition, it may be 
predominantly descriptive; or it may aim to generate explanations for occurrences 
(Fouché, 1999; Willig, 2001).  
     There is a series of decisions the case study researcher needs to make about what (the 
unit of analysis, the case), how (methods of data collection and analysis) and why 
(intrinsic interest or theoretical reasons) s/he is to conduct the research. Since the case 
study is not a research method in itself, researchers need to select methods of data 
collection and analysis that would generate material that is suitable for case studies. 
Many methods can be used in case-study research; some of these are well-known 
qualitative techniques, such as semi-structured interviews, participant observation, and 
diaries.  
     The data for case studies can also be generated on the basis of personal documents, 
such as letters, notes, and photographs; or official documents, such as case notes, clinical 
notes, and appraisal reports (Edwards, 1990; Merriam, 1991). It is also important to note 
that case-study research may also have a strong quantitative dimension, where changes 
and outcomes are assessed with tests or measures that reflect evidence in the form of 
ratings or numerical indicators, such as frequencies over time (McLeod, 1994). 
     One of the central data-gathering techniques in this study was participant observation, 
which involves the researcher’s prolonged immersion in the life of a group, community, 
or organization, in order to discern people’s habits and thoughts, as well as to decipher 
the social structure that binds them together. To a greater extent than with other styles of 
research, this then implies that the investigator or the researcher engages in a close 
relationship with the participants of the study. Crucial to this relationship is access and 
acceptance (Denzin & Lincoln, 1994). 
     Case studies further require the researcher to produce an accurate and comprehensive 
description of the characteristics of the case, within the study’s terms of reference, in 
order to generate new insights into the phenomenon under investigation. This means that 
case studies are basically realist in orientation; and they thus aim to improve our 
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understanding of what is going on in a particular situation. Case studies also take a close 
look at individual cases, so as to better understand their internal dynamics (Willig, 2001). 
Cases are conceptualized as “functioning systems” (Stake, 1994, p.236), which means 
that they are seen to have an existence that is independent of the researcher’s view or any 
interpretation thereof. 
     Case studies focus on the particular before moving on to a cautious engagement with 
theory development or generation. Each case is unique, even where the cases share 
characteristics with other cases. It is also important to note that case-study research takes 
on a holistic perspective; and it perceives the world as an integrated system that does not 
allow us to study parts of it in isolation (Willig, 2001). 
     The task of the researcher in case-study research is to provide an accurate and detailed 
account of the cases being studied. S/he is expected to look closely and carefully at the 
evidence, and to produce a report, which captures the characteristics of the case within 
the framework and reference of the study. Even though case studies are generally 
expected to move beyond description and to provide insights, which transcend the 
information that has been collected about a case, they do rely upon the collection of case 
material (Willig, 2001). 
     It is not uncommon for qualitative case researchers to call for letting the case tell its 
own story (Carter, 1993). The case study is an extremely versatile method of research 
(Willig, 2001) or approach to the unique and particular study of singular entities, as Stake 
(1995) described: “The real business of case study is particularization, not generalization. 
We take a particular case and come to know it well, not primarily as to how it is different 
from others, but what it is, and what it does. There is this emphasis on uniqueness, and 
that implies knowledge of others that the case is different from; but the first emphasis is 
on understanding the case itself” (p.8).   
      
2.3.2 Grounded Theory 
     Grounded theory was designed to identify and explicate contextualized social 
processes. These methods consist of systematic inductive guidelines for gathering, 
synthesizing, analyzing, and conceptualizing qualitative case data, in order to construct 
theory (Charmaz, 2001). Its techniques for data gathering and analysis are designed to 
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allow concepts and categories to emerge from the data. The aim of grounded-theory 
analysis is to produce theories that are truly grounded in the data. Grounded theory has a 
realist orientation. The kind of knowledge that grounded theory aims to produce is 
knowledge of processes, which reside in the data, and which can emerge from the data, 
with a little assistance from the researcher (Charmaz, 2003). 
     Grounded theorists are interested in the ways in which human actors negotiate and 
manage social situations, as well as in how their actions contribute to the unfolding social 
processes. In Grounded Theory, the researcher’s role is to use his or her skills to 
represent, in a systematic and accessible fashion, a clear picture of what is going on in the 
slice of social reality they have chosen to study. Here, it is the researcher’s skills and his 
or her ability to collect and analyse the data, which are seen to determine the outcome of 
the research. The researcher’s identity and standpoint must remain secondary at all times, 
during the utilization of grounded theory, as a research tool (Willig, 2001). 
     Social constructionist versions of grounded theory take a different view of the role of 
the researcher in the research process – in that the researcher is more than a mere witness. 
Rather, s/he actively takes part in constructing a particular understanding of the 
phenomenon under investigation. From a social constructionist perspective, grounded 
theory does not capture a social reality; but instead, it is a social construction of reality 
(Charmaz, 2003). Thus in sum, a study utilizing grounded theory – whether it is from a 
realist or social constructionist point-of-view aims to generate or discover a theory, as it 
relates to specific phenomena. That is, a theory is developed that is grounded in the data 
from the field.    
 
  2.3.3 Memory Work 
     Research utilizing memory work concerns itself with the processes involved in the 
appropriation of the social world by the individual. It works with written memories, in 
order to gain a clearer understanding of how individuals construct meanings, and thus 
also how they construct themselves within particular social relations over time (Roberts, 
2002; Willig, 2001). Memory work assumes that the way in which people experience the 
world is the product of the social construction of meaning, within a set of social relations. 
Here, an individual’s reality is not directly determined by social and material structures; 
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rather, it is the individual’s psychological appropriation of these structures that gives rise 
to his or her experience of the world. Memory work is based on the assumption that we 
internalize social relations and practices, in the process of self-information. According to 
Willig (2003), the aim of the research is to trace the ways in which the individual engages 
with such discursive constructions and transforms him- or herself in the process. Memory 
work can be seen as a highly reflexive exercise, as it involves processes of discovery, as 
well as of construction. 
     Memory work is a developing approach to the qualitative study of self and identity 
(Willig, 2003). It is important to note that memory work collapses the distinction between 
the researcher and the subject matter; and as such, it constitutes a personal challenge to 
the researcher. Finally, memory work is a powerful research method that has the potential 
to change its practitioners. 
 
2.3.4 Interpretative Phenomenological Analysis (IPA) 
     Interpretative phenomenology is an approach to research that is informed by some of 
the principles and methods associated with a branch of philosophical thought known as 
phenomenology. Phenomenology is concerned with the ways in which human beings 
gain knowledge of the world around them. Phenomenology identifies different 
approaches to human understanding; and it argues that certain forms of knowing may be 
more constructive than others. Phenomenology also provides detailed guidance as to how 
such superior forms of knowing may be achieved. It is these recommendations that have 
inspired phenomenological research methods (Giorgi & Giorgi, 2003; Smith & Osborn, 
2003).  
     Interpretative phenomenology analysis aims to gain an understanding of how 
participants view and experience their world. Although interpretative phenomenology 
analysis acknowledges that it is impossible to obtain direct, unmediated access to 
someone else’s personal world, interpretative phenomenology researchers are urged to 
engage with participants’ account in such a way as to encounter an insider perspective. 
The aim of the objective analysis is to obtain an insight into another individual’s thoughts 
and beliefs in relation to the phenomenon under investigation. Thus, it could even be seen 
to take on a realist approach to knowledge production (Willig, 2001). 
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     Interpretative phenomenology analysis is concerned with the ways in which 
individuals perceive the world. It is interested in participants’ experiences of the world 
rather than the objective nature of this social or material world in which they exist. It also 
assumes that individuals can experience the same ‘objective’ conditions in radically 
different ways. This is believed, because experience is mediated by the thoughts and 
beliefs, expectations, and judgments that the individual brings to it. In other words, 
people attribute meaning to events, which then shape their experiences of these events 
(Smith & Osborn, 2003; Willig, 2001). 
     Interpretative phenomenology analysis acknowledges that any insights gained from 
the analysis of a text are necessarily the products of interpretation. Although the aim of 
interpretative phenomenology analysis is to better understand the participant’s 
psychological world, interpretative phenomenology researchers accept that such 
understanding can only be gained through the researcher’s engagement with, and 
interpretation of, the participant’s account. This means that the researcher is necessarily 
implicated in the analysis. Consequently, the analysis is both phenomenological – 
meaning, that it aims to represent the participant’s view of the world – as well as 
interpretive, which implies that it is dependent upon the researcher’s own conceptions 
and standpoint. In this sense, interpretative phenomenology analysis requires a reflexive 
attitude from the researcher (Roberts, 2002; Smith & Osborn, 2003). 
     Interpretative phenomenology analysis is but one version of phenomenological 
research methodology, which according to Smith (2003), in turn grew out of a rich 
tradition of philosophical thinking. Finally, a phenomenological perspective includes “a 
focus on the life world, an openness to the experiences of the subject, a primacy of 
precise description, that attempts to bracket foreknowledge, and a search for invariant 
meaning in description” (Willig, 2001, p.67).       
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  2.3.5 Discursive Psychology and Foucauldian Discourse Analysis  
     In recent years, discourse analysis has gained popularity and acceptance as a 
qualitative research method in psychology. As an increasing number of researchers turn 
to the analysis of discourse, it is worth exploring what a discursive analysis can actually 
deliver. Discursive psychology and Foucauldian discourse analysis are two versions of 
the discourse analytical method, as proposed by Willig (2001; 2003), that are worth 
considering. 
     Theories and research that had emerged within other disciplines over a period of time 
inspired psychologists to turn to language (Drew, 2003; Murray, 2003; Roberts; 2002; 
Willig, 2003). From the 1950s onwards, philosophers’ communication theorists, 
historians, and sociologists became increasingly interested in language as a social 
instrument. The assumption that language provides a set of unambiguous signs with 
which to label internal states, and with which to describe external reality, began to be 
challenged. Instead, language was re-conceptualised as productive.  
     Thus, language was seen to construct versions of social reality; and it was also seen to 
achieve social objectives. The focus of inquiry shifted from individuals and their 
intentions, to language and its productive potential. However, psychology remained 
relatively untouched by these intellectual developments throughout the 1950’s and 
1960’s. Instead, it was concerned with the study of mental representations, and the rules 
which control cognitive mediation of various types of input from the environment. In the 
1970s, social psychologists began to challenge psychology’s cognitivism, and in the 
1980s the turn to language gained a serious foothold in psychology. 
     Discursive psychology is concerned with how particular versions of reality are 
manufactured, negotiated, and deployed in conversation (Edwards & Potter, 1992). This 
means that discursive psychology does not seek to understand the true nature of 
psychological phenomena. Instead, it studies how such phenomena are constituted in 
“talk as social action” (Willig, 2001, p.103). Thus, discursive psychology does not seek 
to produce a knowledge of things, but rather an understanding of the processes by which 
they are talked into being. It is social constructionist in orientation, in that it produces 
knowledge about how particular constructions are brought into being through the use of 
interpretative repertoires and discursive devices. Discursive psychologists are interested 
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in the ways in which language is constructive and functional, and the role of the 
researcher is that of an author of the research. According to a discursive perspective, such 
things as ‘the truth’ are constructed through the use of language. 
     On the other hand, Foucauldian discourse analysis is concerned with language and its 
role in the constitution of social and psychological life. From a Foucauldian perspective, 
discourses facilitate and limit – as well as enable and constrain – what can be said by 
whom, where, and when (Parker, 1992). Foucauldian discourse researchers focus on the 
availability of discursive resources within a culture, and the implications for those who 
live within it. Here, discourses may be defined as “sets of statements that construct 
objects and an array of subject positions” (Parker, 1994, p.245). These constructs, in turn, 
make available certain ways of seeing the world and certain ways of being in the world. 
     The Foucauldian version of discourse analysis is concerned with language and the use 
of language. However, its interest in language takes it beyond the immediate contexts 
within which language may be used by speaking subjects. Thus, unlike discursive 
psychology, which is primarily concerned with interpersonal communication, 
Foucauldian discourse analysis asks questions about the relationship between discourse 
and how people think and feel (subjectivity), what they may do (practices), and the 
material conditions within which such experiences may take place (Willig, 2001; 2003). 
     Foucauldian discourse analysis aims to map out the discursive worlds people inhabit, 
and to trace possible ways-of-being afforded by them. Like discursive psychologists, 
Foucauldian discourse analysts do not seek to understand the true nature of psychological 
phenomena, but rather the way in which particular versions of such phenomena are 
constructed through language and other symbolic practices. This approach to discourse 
analysis is concerned with the social, psychological, and physical effects of discourse (de 
Lauwere, 2002). 
     According to this approach, there is no one world that can be described and studied; 
but rather there are numerous versions of the world, each of which is constructed through 
discourses and practices. Very few assumptions are made about the nature of the world 
by Foucauldian discourse analysis. However, Foucauldian discourse analysis is based on 
the assumption that discourse plays a fundamental role in the construction of meaning, 
and that human subjectivity is largely structured through language (Willig, 2001; 2003). 
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     Discourse analysis is not a method of data analysis in any simple sense. It rather 
provides us with a way of thinking about the role of discourse in the construction of 
social and psychological realities. This, in turn, could help us to approach research 
questions in an innovative and original way. 
                  
  2.3.6 Characteristics of Qualitative Design 
     In summary, it is helpful to consider some of the general characteristics of qualitative 
research design that have been outlined in the preceding section. The following 
summative characteristics are adapted from a list compiled by Janesick (1994, p.212). 
This list is not meant to be exhaustive; but it is offered merely as a heuristic tool for the 
purpose and context of this study. 
 
1. Qualitative design is holistic. It looks at the larger picture; and it begins 
with a search for an understanding of the whole. 
2. Qualitative design looks at relationships within a system or culture. 
3. Qualitative design refers to the personal, face-to-face, and immediate. 
4. Qualitative design is focused on understanding a given social setting, 
rather than attempting to make predictions about that setting. 
5. Qualitative design demands that the researcher ‘stays’ in the social 
setting and develops a reflective understanding over time. 
6. Qualitative design requires the researcher to become a research 
instrument. 
7. Qualitative design incorporates room for description of the role of the 
researcher, as well as for a description of the researcher’s own biases 
and ideological preferences. 
8. Qualitative design requires ongoing analysis of the data.  
 
     Qualitative research is primarily concerned with meaning in context. To ensure that 
the researcher maintains clarity of design and the appropriateness of the methods 
throughout the research process, the study needs to be well planned and carefully 
arranged. Research methods must be seen as a means to an end. Research methods are the 
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“way to the goal” (Kvale, 1996, p.278). This means that our research question, which can 
be seen as the goal, should inform our choice of methods. It involves the interpretation of 
the data. The role of the qualitative researcher also requires an active engagement with 
the data. According to Lorion (1990), when the researcher plans a qualitative study, s/he 
should not look for answers in certain places simply because they are familiar and easily 
accessible, s/he should rather look in places where the answer is likely to be, irrespective 
of how inhospitable these places may be. This, according to Willig (2001), is part of the 
research adventure.  
     The next section will take a closer look at what is required during case study research, 
or the study of lives that the researcher should always keep in mind. Specifically, for the 
purposes of the current study, aspects of the case-study approach to research are 
extensively integrated into the discussion. However, for the completeness of discussion in 
the light of the current study, the researcher briefly looks at ethnography and participant 
observation: both modes of inquiry that were partially utilized during this study.  
 
2.4 Ethnography and Participant Observation 
     Defining the term ethnography has been the subject of controversy. For some, it refers 
to a philosophical paradigm to which one makes a total commitment; while to others, it 
designates a method that one uses, as and when appropriate (Denzin & Lincoln, 1994). In 
practical terms, ethnography refers to forms of social research having a substantial 
number of the following features: 
 
1. A strong emphasis on exploring the nature of particular social phenomena, 
rather than setting out to test hypotheses about them. 
2. A tendency to work primarily with unstructured data, that is, data that have 
not been coded at the point of data collection in terms of a closed set of 
analytical categories. 
3. Investigation of a small number of cases in detail. 
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4. Analysis of data that involves an explicit interpretation of the meaning and 
functions of human actions, the product of which mainly takes the form of 
verbal descriptions and explanations, with quantification and statistical 
analysis playing a subordinate role at most. 
 
     Although the definition of participant observation has been less controversial, its 
meaning is no easier to pin down. Under the category of participant observation, a 
distinction can be made between participant observation and non-participant observation. 
Participant observation refers to observation carried out when the researcher is playing an 
established participant role in the study. However, although it is important to recognise 
the variation to be found in the roles adopted by observers, this simple dichotomy is not 
very useful, as it seems to imply that the non-participant observer plays no recognised 
role at all in a study. Although not impossible, this is seldom the case in research. More 
subtle is the widely used fourfold typology: complete observer, observer as participant, 
participant as observer, and complete participant (Gold, 1958, as cited in Denzin and 
Lincoln, 1994). Even this, tends to run together several dimensions of variation, such as 
the following: 
 
1. Whether the researcher is known to be a researcher by all those being studied, 
or only by some, or by none. 
2. How much, and what, is known about the research, and by whom. 
3. What sorts of activities are and are not engaged in by the researcher in the 
field, and how this locates him or her in relation to the various conceptions of 
category and group membership used by the participants. 
4. What the orientation of the researcher is; how completely s/he consciously 
adopts the orientation of an insider or an outsider. 
 
     Moreover, it has been argued that in a sense all social research is a form of participant 
observation, as we cannot study the social world without being part of it (Hammersley & 
Atkinson, 1983). From this point of view, participant observation is not a particular 
research technique, but a mode of being-in-the-world characteristic of researchers. 
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 2.5 The Value in the Studying of Individual Life Stories 
     There is great value in studying the lives of individuals. The next section looks at the 
value in studying these lives and what this encompasses. 
  
  2.5.1 The Uniqueness of the Individual Case within the Whole 
     When contemporary psychologists study lives, they are likely to find themselves 
listening to the stories their subjects tell, and trying to discern the central, underlying 
story that animates any particular person’s life. Qualitative research, and more 
specifically, case-study research tends to emphasise the individuality of the person as a 
whole, rather than the individuality found in a single element. This approach to research 
provides a unique and holistic description of the individual being investigated; and it 
focuses on understanding a single case (Denzin & Lincoln, 1994). In order to gain a 
holistic understanding of the person or group being studied, attention is given to the 
larger contextualized background within which s/he exists. Here, the emphasis is placed 
on the individual’s experiences, the process of socialization, the family history, as well as 
the cultural background (Roberts, 2002).  
     Life-history material provides an ideal laboratory for testing and developing various 
theories of human development. These theories serve as a framework, which the 
researcher can utilize to compare and analyse the data collected. This then aids in the 
conceptualization and operationalising of the case data within the framework of the 
theoretical constructs; and it allows for generalizing from the cases being studied to the 
theory (Yin, 1994). Case-study research is of value in refining theory, and suggesting 
complexities for further investigation, as well as in helping to establish the limits of 
generalisability. Its purpose is not to represent the world, but rather to represent the cases 
being studied (Stake, 1994). 
     Through this in-depth exposure of the researcher to the subjective reality of the chosen 
subject, s/he develops a certain level of sympathy and empathy for the person or group 
being researched; and this can be translated into a vivid emotionally compelling life 
story, and conveyed to the reader (Mouton, 1988). As this study above having individuals 
in the research project, also included couples, the researcher finds it imperative to briefly 
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look at the ‘couple as a patient’, in order to create a deeper understanding of the group 
being studied. 
 
2.5.2 The Couple as a Patient      
     In the case of working with couples, the therapist can be seen as the ‘Uninvited Guest’ 
who takes on the role of someone who is both an ambiguous player in the ‘drama of the 
couple’, and yet stands in a unique position, as one who is neither entirely welcome, nor 
invited. This equivocal ‘insider’ appears to choreograph what happens, making it possible 
for the other participants (the couple) to see what they might otherwise never see. The 
unidentified guest might also be seen, not only as the therapist, but also as the group 
presenter/facilitator, the researcher – or, as in the case of this study – even the crises of 
infertility that the couples in the group are experiencing.  
     The uninvited guest lights a candle or two, in the hope that it might lead the couple to 
some illumination of a profoundly complex, even mystical, process in therapy or the 
group experience they are in as a couple (Fisher, 2005). The complexity of the couple as 
a patient is discussed in greater detail in Chapter 4, along with the complexity of the 
psychology of infertility. 
 
2.5.3 A Closer Look at Discrepancies between the Real and Ideal Self-  
        Concepts 
     In addition to developing self-representation of their actual attributes and strengths, 
what has been termed as the real self-concept, individuals construct representations for 
what they want to be, or feel that they should be, namely, a concept of their ideal self. 
(Harter, 1999). For the purposes of this study, this section briefly shifts attention to the 
relationship between self-evaluative judgments of one’s actual perceived competence or 
adequacies across various domains, and one’s personal ideals within each domain. The 
implication of any discrepancy between the real and the ideal self-concepts is of 
particular relevance, since failure to achieve one’s ideals would result in negative 
outcomes, such as anxiety, low self-esteem, and ultimately depression (Harter, 1999). 
     The real/ideal terminology initially found its way into the adult clinical literature 
through the efforts of Rogers and his colleagues (Rogers & Dymond, 1954). In Rogers’ 
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view, the magnitude of the disparity between one’s real and one’s ideal self was a 
primary index of maladjustment. For each of the symbolic interactions, there was an 
implicit internalization process, through which the child came to adopt and eventually to 
own personally the initial values and opinions of significant others. Cooley (1902), as 
cited in Harter (1999), in his ‘looking-glass-self’ formulation, was perhaps most explicit 
in observing that significant others constituted social mirrors into which the child gazes, 
in order to detect his or her opinions towards the self. These perceived opinions, in turn, 
are then incorporated into the evaluation of one’s worth as a person (Harter, 1999).    
     James (1892) formulated the idea that the origins of self-esteem represent a variant on 
this theme, in that the discrepancy between perceived successes in a given domain and 
the importance attached to success was identified as a major determinant of one’s level of 
global self-esteem. Furthermore, a number of investigators have questioned the 
assumption that the inferred appraisals of others’ support necessarily precede self-
evaluations, such as global self-esteem (Felson, 1993; Juhasz, 1992). The alternative is 
also plausible, namely, that self-evaluations may be driving one’s perceptions of the 
opinions of others. 
     According to Felson (1993), a series of studies revealed that people who like 
themselves assume that their peers’ reactions to them are favorable, leading to an 
alternative interpretation, which he terms the ‘false consensus effect’. It is thus likely that 
both effects, the internalization of others’ opinions and the assumption that if one likes 
the self, others in turn would show their approval, may be operative. Such reciprocity was 
further acknowledged by Felson and Zielinski (1989), who inferred that “support 
increases self-esteem, which increases support (or perceived support), which in turn 
increases self-esteem” (p.219). 
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     If we consider the following observation from a Buddhist scholar (Tulku, 1978), who 
would appear to begin with a looking-glass-self perspective, however, the implications 
take a decidedly different turn:  
“Each of us has a self-image that is based on who we think we are and 
how we think others see us. When we look in the mirror, we know that 
what we see there is only a reflection. Even though our self-image has the 
same illusory quality, we often believe it to be real. Our belief in this 
image draws us away from the true qualities of our nature. Because the 
self-image is based on how we wish we were, on what we fear we are, or 
how we would like the world to see us, it prevents us from seeing 
ourselves clearly” (p.102 – 103). 
     Another Buddhist scholar, Trungpa (1976), described how we attempt to create the 
illusion that self and others are solid, continuous, and consistent. He writes: “We build up 
an idea, a preconception, that self and others are solid and continuous; and once we have 
this idea, we manipulate our thoughts to confirm it, and are afraid of any contrary 
evidence.” (p.13). From this particular Buddhist perspective, the preoccupation with the 
self, watching oneself as an external object, is a form of ignorance, labelled ‘self-
observing ignorance’. Trungpa notes that self-observation can actually be dangerous; it 
can involve watching oneself, like a hungry cat watching mice. 
     However, from a Buddhist perspective, one must go beyond this form of self-
observation; one must remove the watcher and the complicated bureaucracy that it creates 
to preserve the permanence of the self. As Trungpa observes, once we take away the 
watcher, there is a tremendous amount of space, since the watcher and the bureaucracy 
take up so much room. Thus, if one eliminates the role of watcher, the space becomes 
sharp, precise, and intelligent. In fact, one does not really need the watcher or observer of 
the self at all. Thus professionals working in the field of infertility must be mindful of the 
potential discrepancy between the real self and the ideal self as this section has revealed 
that this discrepancy may influence the way in which individuals perceive their sense of 
worth and view their self-esteem in general.  
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  2.5.4 Hearing the Story 
     What is it that enables us to hear our clients’ stories? Researchers need to be mindful 
of the need for patience and delicacy. At times in counselling or group intervention, as in 
this study, the researcher is a careful follower, not knowing where the story will take us, 
however, convinced of their courage to be present to and for our clients. There is a sense 
of fairness about our need as researchers and therapists to show some courage in hearing 
the story. After all, the client has had to show courage in coming to the group or agreeing 
to participate in the study. Thus, researchers seek to offer the courage and patience, 
mixed in with respectful curiosity, which makes possible the fullest expression of the 
stories being told (Payne, 2006). 
     The researcher fulfils the role of being a witness to the pain of the stories that would 
be told during these group meetings. The researcher is not a neutral witness; but is moved 
personally by what is heard. However, the researcher remains conscious that the 
participants are the senior partners in the research, and that their own compassionate 
hearing of each other’s stories is more significant than the researcher’s hearing of their 
stories. The researcher contributes to the relationship that has been built on his or her 
belief in his or her own trustworthiness. When the researcher has a knowledge of his/her 
own trustworthiness, s/he could, in turn, help the clients to experience their own 
resourcefulness in the struggle with their problem, and to more fully appreciate the 
progress they have already made in managing their concerns (Payne, 2006). Through 
their willingness to hear the participants’ stories on their terms and without imposing any 
knowing from a place of expertise this creates the environment for patients to be 
compassionate with themselves, as well as with each other.  
     The researcher in this particular study did not ask a lot of questions or offer a clever 
deconstruction of the participants’ language; she rather tried to remain respectful of their 
strength and the privilege of hearing their accounts of their experiences. It is also 
believed that if the researcher allows courage to prevail in the therapeutic conversations 
of the groups, the participants would often discover the opportunity to escape the 
isolation and excruciating loneliness of their private negative evaluations of themselves 
and their current situation (in the case of the study, the experience of infertility [Payne], 
2006). 
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2.5.5 Telling the Story 
     It is not uncommon for qualitative case researchers to call for letting the case ‘tell its 
own story’ (Carter, 1993); and this study was no exception. We cannot be sure that a case 
telling its own story tells all or tells it well; however, the ethnographic ethos of 
interpretive study, seeking out emic meanings held by the people within the case, is 
strong. Van Maanen (1988), as cited in Denzin and Lincoln (1994), identifies seven styles 
of presenting one’s story, namely: the realistic, the impressionistic, the confessional, the 
critical, formal, literary, and jointly told. He also emphasized that the researcher cannot 
know at the outset what the issues, the perceptions, and the theory will be. Thus, case 
researchers enter the scene expecting, not even knowing, that certain events, problems, 
and relationships would be important; only to discover that some actually are of little 
consequence (Denzin & Lincoln, 1994). Denzin and Lincoln emphasized that case 
content evolves in the act of writing itself. 
     Even though the researcher is committed to empathy and multiple realities, it is the 
researcher who decides what the cases’ own story is, or at least which of the cases’ own 
story s/he will tell/report. More will be pursued than was volunteered. Less will be 
reported than was learned. However, even the competent researcher would be guided by 
what the participants would indicate as being most important. 
     The main aim of the researcher is to tell the story of the case in its entirety. However, 
this is impossible, as the whole story exceeds anyone’s knowing, and anyone’s telling. 
Even those inclined to tell all, find a strong obligation to winnow and consolidate 
(Denzin & Lincoln, 1994). 
 
  2.5.6 Learning from the Particular Case      
     How we may learn from a case ultimately derives from what the case is like, but is not 
like other cases. However, it is of the utmost importance to keep in mind that direct 
comparisons between cases diminishes the opportunity to learn from them. The purpose 
of case reports is for us to learn both propositional knowledge, as well as experiential 
knowledge (Denzin & Lincoln, 1994). 
     Enduring meanings come from encounters with each case, and are modified and 
reinforced by repeated encounters. According to Denzin and Lincoln (1994), this occurs 
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seldom to the individual alone in life, but invariably in the presence (if not proximity) of 
others. It is believed that in social process, together they bend, spin, consolidate, and 
enrich their understandings. We, as researchers, come to know what has happened partly 
in terms of what others reveal as their experience. Thus, the case researcher emerges from 
social experience, the observation, to choreograph another, the report. As mentioned 
earlier in this chapter, knowledge is socially constructed; and thus case-study researchers 
assist readers in the construction of knowledge. 
     In private and personal ways, ideas are structured, highlighted, subordinated, 
connected, embedded in contexts, embellished with illustration, laced with favour and 
doubt. However moved to share ideas, however clever and elaborated their writings, case 
researchers, as others, pass along to readers some of their personal meanings of events 
and relationships. They are also aware that the reader too will probably add and subtract, 
invent and shape – reconstructing the knowledge gained in ways that leave it differently 
connected and more likely to be personally useful (Denzin & Lincoln, 1994). 
      
 2.6 Conclusion 
     This chapter has attempted to portray qualitative research, more specifically case-
study research, as a carefully planned activity, from the outset of which the research 
question is formulated and the goal is established, to the choosing of a sample, to the 
seeking of data pools, to the selection of issues and themes, and to the final image or 
portrait that is drawn. Engaging in the telling of life stories is, in part, a craft, and the 
stories and ideas that are created should be useful in solving further problems that arise in 
one’s professional life. Case studies and other qualitative research are a means of social 
intervention; and they can aid personal or collective realization through consciousness-
raising and giving a voice to those who have not been heard (Roberts, 2002). 
     We are born into a storied world, and we live our lives through the creation and 
exchange of narratives. We are tellers of tales. We seek to provide our scattered and 
confusing experiences with a sense of coherence, by arranging the episodes of our lives 
into stories. Narrative not only brings order to our everyday life, but, reflexively, it also 
provides structure to our very sense of selfhood (Murray, 2003).  
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     To this end, the following chapters will look at the discourse of infertility, the 
psychology of infertility and the constructs that accompany this life event: that of the 
influence infertility has on self-esteem, as well as a patient’s capacity to cope with a 
diagnosis of infertility. Thus, ultimately, because a diagnosis of infertility can be seen as 
rooted within the medical model and because it is such a complex life-event, the next 
chapter was included in this study to help the reader understand what a diagnosis of 
infertility means, and how complex and traumatic the medical treatment of infertility is. 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 43
CHAPTER 3 
 
 
INFERTILITY AND ITS TREATMENT IN CONTEXT 
 
“My infertility resides in my heart as an old friend. I do not hear from it for 
weeks at a time, and then, a moment, a baby announcement or some such 
things, and I will feel the tug – maybe even be sad or shed a few tears. And I 
think ‘There’s my old friend.’ It will always be part of me.”  
(Anonymous, Date Unknown) 
 
3.0 Introduction 
     Infertility is becoming an increasingly common concern among couples of 
reproductive age. The inability to conceive is caused by a number of factors; and 
although primarily a medical condition, it is a condition that has a tremendous 
psychological effect on the individual and the couple system. The process of technology 
in the form of assisted reproductive technologies (ART), for example, in vitro 
fertilization (IVF) and gamete intra-fallopian transfer (GIFT), have offered hope to many 
wishing to conceive (Cooper-Hilbert, 1998; Davies, Webber, & Overton, 2009).  
     The researcher felt it necessary to include this chapter in this study, in order for the 
reader to gain a better understanding of the complexity of a diagnosis of infertility. Thus, 
this chapter will explore the biological aspects of infertility. The meaning of the term 
infertility will be defined, discussed and clarified. In addition, this chapter will provide an 
overview of the normal reproduction process. Possible aetiologies that can occur within 
the reproductive system will also be explored. Thereafter, Alternative Reproductive 
Technology (ART) treatment techniques will be presented and discussed. Finally, this 
chapter will briefly look at the self-esteem, coping, and the psychology of infertility 
through the lens of health psychology.  
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 3.1 Infertility as a Cultural Narrative 
     While infertility is seen as a deeply personal concern for the individual and couple 
system, it is often one that is mediated by cultural expectations (Davies, Webber, & 
Overton, 2009). Boivin and Kentenich (2002) noted that the desire for a child is a result 
of individual development moderated by the influence of the “individual personality; 
sociocultural processes; economic factors; individual biographical changes; fate; 
interpersonal processes between partners and family dynamics” (p.1). 
     According to Shefer, Boonzaier and Kiguwa (2006) family, the ability to conceive and 
bear a child, and parenthood have different connotations and expectations for different 
cultures. The degree of importance attributed to these social factors may have profound 
effects upon the individual or couple trying to conceive (P.E. Infertility and Wellness 
Clinic, 2004). Parenthood is regarded by most societies as essential for personal 
fulfilment, social acceptance, and achievement of adult status, religious membership, 
sexual identity and psychological adjustment (Daniluk, 1998). Furthermore, possibly 
more than any other role in society, motherhood, and mothering in particular, have been 
constructed around societal expectations and cultural significance (Bassin, Honey, & 
Kaplan, 1994; Kruger, 2006; Parker, 1997).  
     According to Helman (2001), many cultures have a series of rituals, prayers or special 
precautions to help a woman successfully conceive. These cultures also provide a range 
of explanations as to the origin of the infertility, and how to counter its effects (Helman, 
2001). Many of these explanations place the blame and responsibility on the individual’s 
behaviour, the natural world, the malevolence of other people, supernatural forces or 
perceive it to be a punishment from the gods or religious deities of that culture (Gravett & 
Muller, 2010; Helman, 2001). Traditionally, the responsibility for childlessness, or the 
inability to conceive in both physical and psychological domains were solely placed on 
the woman; and the penalty for failing to conceive ranged from abuse, divorce, 
abandonment, being marginalized, ostracized, and in some cultures, death (Cooper-
Hillbert, 1998; Gravett & Muller, 2010; Leiblum, 1997). 
     Despite major social changes in the nature of women’s lives, the status of ‘mother’ 
remains in most cultures as an essential element in the definition of a ‘normal’ adult 
female (Gravett & Muller, 2010; Kruger, 2006). The socially constructed ideal and 
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identity of the woman, as the natural mother and the “one who nourishes her child with 
the riches of her body”, is thrown into question when faced with the possibility of 
infertility (Helman, 2001, p.124). Similarly, the symbolic meaning of the pregnant body 
as that which is the epitome of nurturance, naturalness, and health, provides a cultural 
ideal whereby in comparison, infertile women may interpret themselves, their bodies and 
their identities – as being defective and abnormal (Helman, 2001; Kruger, 2006).  
     In small-scale societies, the barren woman is often seen as someone who is both 
personally unfulfilled and socially incomplete (Helman, 2001). Gravett and Muller 
(2010) noted that the uneducated men and women living in a small community, where 
there are few opportunities and options other than parenthood are more likely to suffer 
from social pressures from both their partner and their family – to conceive. The social 
pressure may in turn have a detrimental effect on the wellbeing of the individual and may 
taint the sense of naturalness of conception.  
     The following section defines the essence of the term infertility. 
 
3.2 Infertility Defined 
     The prevalence of infertility has increased over the past two decades, as a result of 
numerous factors, including reliable contraception, delayed childbearing, work, and 
environmental hazards, as well as the increasing incidents of sexually transmitted 
diseases, such as HIV and AIDS (Basu, Basu, & Ellison, 2010). The terms infertility and 
sub-fertility mean the inability to conceive, or a reduced state of fertility that is caused by 
various biological factors (Dyer, Abrahams, Hoffman, & Van der Spuy, 2002; Greer, 
2007). Infertility is a current condition – one that prevails at the present moment and 
prevents the conception of a child (Fullick, 2002). According to Davies, Webber and 
Overton (2009), a couple can be diagnosed as being in a state of infertility if they have 
been unable to conceive a child after a twelve-month period of regular unprotected 
intercourse. Sub-fertility occurs as a result of both partners having marginal infertility; 
for example, if the woman ovulates irregularly, but the male has a relatively low sperm 
count (Stoppard, 2001). 
     There are various subgroups within the infertile population, and they are defined 
mainly in terms of established or suspected aetiological factors (Letterie, 2005). The 
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subgroups are distinguished as: (a) Organic infertility, in which a known medical cause 
can be the cause of the infertility; and (b) inorganic infertility, in which there is an 
absence of identifiable organic pathology (Davies, Webber, & Overton, 2009).  
     Further distinction can be made between primary and secondary infertility. Primary 
infertility occurs when a couple has never been able to conceive a pregnancy, while 
secondary infertility is linked to a couple who have been able to conceive at least once 
prior to the onset of infertility (Beavers, 2004; Kruger & Van der Merwe, 2010). The 
present study focuses on the self-esteem, the coping resources, and the psychology of 
infertile patients participating in a psychological intervention programme. Within this 
sample population, both primary and secondary states of infertility exist. 
 
3.3 Incidence Rate 
     Greer (2007) reports that fertility problems are becoming progressively more 
common, with one in six couples being affected. Statistics gathered by the Port Elizabeth 
Infertility and Wellness Clinic indicate that an estimated 10 to 15% of all married couples 
in our region suffer from infertility problems (P.E. Infertility and Wellness Clinic, 2004). 
However, a more recent study conducted by Kruger and Van der Merwe (2010) suggests 
a higher incidence rate of 15 to 20%. 
     A healthy couple in their twenties – the time of peak fertility – can take up to two 
years to conceive a child. A couple in their first month of trying has a one in three chance 
of conceiving; and thereafter it declines rapidly to a one in twenty chance each month. 
This is not an indication of the person’s fertility declining, but rather an indication that 
the statistical likelihood of them conceiving gets less and less as time passes (Davies, 
Webber, & Overton, 2009).  
     Stoppard (2001) divided the aetiology of infertility into four major categories, namely, 
female factors, male factors, combined male and female factors, and infertility of 
undetermined cause.  It has been found that infertility is rarely the result of the impact of 
one of these factors; but it is more often the result of the interplay of multiple origins 
(Greer, 2007, Kruger & Van der Merwe, 2010). According to Ferring Pharmaceuticals 
(2002), a third of infertility cases can be related to male factors, another third to female 
factors, and the last third to contributing factors by either partners, or idiopathic causes. 
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Ferring Pharmaceuticals (2002) also found that incompatibility between a male’s sperm 
cells and the female’s genital tract may be a contributing cause of infertility. When no 
organic or metabolic reason is found for some couples, despite years of effort and trying 
to conceive, it can be regarded as unexplained infertility. Patients who have been 
classified as having unexplained infertility are likely to have undiagnosed issues relating 
to egg quality, such as a maternal age older than 40, increased Follicle Stimulating 
Hormone (FSH) levels, or immunological issues affecting the ability of the embryo to 
attach to the uterine lining (Ferring Pharmaceuticals, 2002).  
     Looking at causes related to infertility Basu, Basu and Ellison (2010) remarked that 
the current infertility epidemic is the unforeseen consequence of several socio-economic 
trends, such as the progress of reliable contraception, the women’s movement, and an 
economy that has pushed women into the labour market during their most fertile years. In 
addition, fertility in women decreases substantially after the age of 35 (Dooley, 2006).  
This occurs as a result of an age-related decline in ovarian endowment, and the decrease 
in the number and quality of egg cells (Davies, Webber, & Overton, 2009). 
     While the above-mentioned factors can be seen as cultural factors influencing the 
incidence and prevalence of infertility, it is imperative to keep in mind that infertility is 
primarily a medical condition. Far from exclusively being a female concern, fertility is 
now considered to be a condition affecting the couple as a system, rather than placing the 
responsibility and blame on an individual within the system (Baker et al., 2010). For most 
couples, it is the ambiguity and uncertainty related to infertility that becomes a significant 
stressor (Schneider & Forthofer, 2005). According to Phillips (2008), the most prominent 
psychological effects of infertility are emotional effects, loss of control, effects on self-
esteem, identity and beliefs, and social effects. Thus it is evident that the psychological 
impact of infertility challenges more than the mere coping of the individual; it also affects 
emotional responses (e.g., feelings of depression and anxiety) and self-esteem (Cooper-
Hillbert, 1998), and a sense of identity and wellbeing (Helman, 2001; Doyal, 1995). 
     In the section below, normal reproduction for both males and females will firstly be 
discussed; and thereafter the causes and treatment of infertility in both males and females 
will be highlighted. 
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3.4 Normal Reproduction and Conception 
      Nature provides ample opportunity for conception though producing over 400 
ovulations during the lifetime of a fertile female, and millions of sperm in a single male 
ejaculation (Saladin, 2011). However, Dooley (2006) noted that despite this apparent 
abundance of reproductive material, humans are one of the least fertile creatures with 
only a short time during the monthly menstrual cycle within which conditions for 
conception are favourable. Thus, the process of human reproduction is exquisitely 
intricate and complex. To refer to conception or birth as a miracle is no exaggeration, as a 
complex sequence of events needs to occur prior to the chance meeting of two cells that 
create the origin of new life, the egg and the sperm cells.  
     In order to better understand infertility, it is necessary to understand the natural 
process of reproduction, as well as the processes that ultimately lead to the meeting of the 
egg cell and the sperm – thereby, creating the beginning of a new life.   
 
3.4.1 In Females 
     A female’s reproductive life stretches between menarche, the beginning of 
menstruation at the age of 12, and menopause at about the age of 45. However, fertility 
peaks between the ages of 18 and 30 years (Davies, Webber, & Overton, 2009; Saladin, 
2011). The female reproductive cycle is primarily controlled by hormones and 
determined by the cyclic interaction and biofeedback mechanisms of the hypothalamus, 
the pituitary gland, the ovaries, and the endometrium or uterine lining (Tortora & 
Grabowski, 2003). Figure 2 provides a basic anatomical picture of the female 
reproductive organs. The hypothalamus and the pituitary gland are glands situated in the 
brain, and are thus not included in the picture (Tortora & Grabowski, 2003). 
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Figure 2 
Basic Anatomical Picture of the Female Reproductive Organs 
 
 
(Anatowiki, 2012, Online at: www.anatowiki.com). 
 
     Human egg cells or oocytes are produced by the almond-shaped paired glands called 
the ovaries situated in the lower abdomen of the female body (Dooley, 2006). A female is 
born with between 400 000 and two million egg cells or ova; and although these cells are 
the largest cells in a woman’s body, they are still no bigger than a full stop. Of these, 
approximately 400 000 egg cells, only about 400 will mature and be released during 
ovulation in a woman’s reproductive lifetime (Dooley, 2006). As well as maturing and 
releasing eggs, the ovaries also secrete the hormones necessary to start and sustain a 
pregnancy (Saladin, 2011).  
     Each reproductive cycle takes approximately 28 days, and involves the process of egg-
cell production (oogenesis) and the preparation of the uterus to receive a fertilized egg 
cell or ovum (Tortora & Grabowski, 2003). In this cycle, the pituitary gland starts 
releasing large amounts of the two female hormones, Follicle-Stimulating Hormone 
(FSH) and Luteinising Hormone (LH). The release of Follicle-Stimulating Hormone 
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begins the 28-day reproductive cycle by stimulating the follicle or fluid-filled sac that 
contains the egg cells to initiate the process of egg maturation (Davies, Webber, & 
Overton, 2009; Saladin, 2011).  Approximately 20 egg cells within these follicles begin 
to develop at the start of this process and begin to produce the hormone oestrogen.  
     The secretion of oestrogen signals the pituitary gland to reduce the amount of FSH 
being secreted; and by day six of the menstrual cycle, one follicle has outgrown all the 
other follicles, and becomes the dominant follicle (Dooley, 2006; Tortora & Grabowski, 
2003). This dominant follicle continues to secrete oestrogen, and causes the pituitary to 
decrease the level of FSH further, until eventually, the decreased levels of FSH cause the 
non-dominant follicles to stop growing and die. The ovulation of both ovaries 
simultaneously, although not impossible, is uncommon (Davies, Webber, & Overton, 
2009; Dooley, 2006).  
     The increased levels of oestrogen released into the bloodstream also signals the 
pituitary gland to release Luteinising Hormone (LH), which serves to mature the follicle 
sufficiently so that the egg is released out of the follicle during ovulation at around day 
14 of the female menstrual cycle (Saladin, 2011). While ovulation occurs for most 
women around day 14, the exact date of ovulation often varies from month to month, and 
may be different for each individual (Dooley, 2006). During ovulation, the egg cell is 
gently released into the opening of the nearest of the two fallopian tubes situated on 
either side of the uterus. The fallopian tubes, which stretch from the ovaries to the uterus, 
are very thin and are lined with thousands of tiny and very delicate hairs, called cilia, 
which propel the egg and sperm along the tube-in opposite directions at the same time 
(Saladin, 2011). At one end of each tube are the fimbria, which flare out and pick the egg 
up after it leaves the ovary. The other end leads directly into the uterus, which is where a 
fertilized egg will embed itself during pregnancy (Davies, Webber, & Overton, 2009; 
Saladin, 2011). 
     After the release of a ripened egg cell, the ruptured follicle that had previously housed 
the egg now forms the corpus luteum, which refers to the yellow gland in the ovary 
formed when a follicle has released its oocyte (Tortora & Grabowski, 2003). The corpus 
luteum produces the hormone progesterone; and, together with oestrogen, is instrumental 
in stimulating the thickening of the uterus (womb) lining. This lining is known as the 
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endometrium. If sperm successfully managed to pass through the cervix, and enter the 
fallopian tube at the right moment to meet the egg, fertilization usually takes place. The 
embryo then stays in the tube for about three days, reaching the uterus on day three or 
four; and it starts to embed into the endometrium on day seven or eight. It is here where 
the fertilized egg cell will develop and receive its nutrients (Dooley, 2006; Saladin, 
2011). Implantation is complete by day 14; and this is the beginning of the pregnancy 
(Saladin, 2011). If, however, an egg is not fertilized, the lining of the uterus, known as 
the endometrium, bleeds, breaks down and is then passed out as a menstrual period. 
     According to Saladin (2011), the above process is an ideal situation, where everything 
goes according to nature’s plan. However, for millions of infertile couples, this is only a 
dream. An egg can encounter many obstacles on its way to the uterus; and even when 
fertilization takes place, the embryo may not successfully implant in the uterus.    
     A number of conditions must be satisfied, in order for a woman to conceive a child, 
namely: 
 
1. Her ovaries must be healthy and active, regularly producing fully ripe eggs. In 
other words, she must have normal periods. 
2. A clear passage way for the egg to travel down, and for the sperm to travel up, 
must be present via the vagina, through the cervix, to the womb and along the 
fallopian tubes to the ovaries. 
3. The womb must be developed normally, complete with prepared lining, ready to 
receive the fertilized egg and nourish it. 
4. There must be healthy sperm deposited high enough in the vagina to make their 
way through the cervix to meet and fertilize the egg (Davies, Webber, & Overton, 
2009; Saladin, 2011; Tortora & Grabowsky, 2003). 
 
     Not only is it necessary for all the reproductive organs to be in working order, but the 
hormone messengers, which control these organs, must also be working properly (Tortora 
& Grabowsky, 2003). Even if all these physical requirements are met, timing is still 
crucial. If sperm do not arrive within 24 hours before an egg is released, or up to 10 hours 
afterwards, then there is also no chance of a pregnancy (Saladin, 2011). Although being 
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considered in more detail later in this chapter, the section above has briefly considered 
the female cause for a failed pregnancy. The reader’s attention will now be turned to the 
male reproductive system; and normal reproduction in males will be explored in the 
section that follows.  
 
3.4.2 In Males 
     Many aspects of the male reproductive system are analogous to the female 
reproductive system (Dooley, 2006). Figure 3 presents a basic anatomical picture of the 
male reproductive organs. The hypothalamus and pituitary gland, which also forms part 
of the male reproductive system, are not depicted in Figure 3, as these structures are 
found in the brain (Tortora & Grabowski, 2003). 
 
Figure 3 
Basic Anatomical Picture of the Male Reproductive Organs 
 
 
(Anatowiki, 2012, Online at: www.anatowiki.com). 
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     A fertile male normally produces sperm cells in both testes. Anything that interferes 
with the production of sperm has an effect on either, or both, the quantity and the quality 
of sperm (Davies, Webber, & Overton, 2009). According to Saladin (2011), reproduction 
depends on the ability of the sperm to meet and fertilize a female egg, and the union of 
these two sex cells to develop into an embryo, a fetus, and then later into a healthy baby. 
In contrast to the female reproductive system, there is no monthly cycle; and instead of 
the allotted 400 eggs produced during the female’s reproductive years, males produce 
sperm all day, every day from puberty (around 13 years) until a man is in his late 
seventies (Davies, Webber, & Overton, 2009; Dooley, 2006).  
     Sperm functions optimally at a lower temperature than that of the inner body; and 
therefore they are not within the abdomen but outside it, enclosed in a saclike structure 
called the scrotum (Davies, Webber, & Overton, 2009; Family Doctor, 2006; Saladin, 
2011). The scrotum also provides a barrier between the blood and the testicle; and it 
prevents the production of antibodies to the sperm (Saladin, 2011; Tortora & Grabowski, 
2003). The average size of each testicle, which is contained in a protective sac called the 
scrotum, is approximately 5cm in length (Saladin, 2011). 
     Sperm begin their life as cells in the testes, about 50 000 of these cells divide every 
minute, and turn into sperm, which resembles tadpoles with heads, necks and slender 
whip-like tales (Saladin, 2011). From the sperm-forming seminiferous (seed-carrying) 
tubules deep within each testis, the sperm proceeds – after more or less six weeks – to the 
epidydimis. Sperm travel for the next 12 to 14 days through the five-metre-long 
epidydimis, which is only one-hundredth of an inch wide, and looks like a tightly coiled 
ball of string. It is here where the sperm acquire their ability to swim (Saladin, 2011).  
     The final preparatory stage the sperm needs to undertake before it leaves the host is 
the brief transit through the vas deferens. This duct carries them through the prostate 
gland to the base of the penis. Here they are joined with the prostatic fluid and other 
seminal vesicle fluids, which together make up the semen (Davies, Webber, & Overton, 
2009; Saladin, 2011).  
     Although less than five per cent of ejaculation fluid contains sperm, the rest is 
accessory gland secretion and water, each ejaculation produces about one and a half 
teaspoons of semen, which contains 100 to 800 million sperm. The process of sperm 
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maturation from cell to ejaculation is called spermatogenesis; and this takes about three 
months (Saladin, 2011; Dooley, 2006).  
     Spermatogenesis is a very sensitive process, and one that is easily be influenced by 
exposure to chemicals and changes in temperature. Sperm cells are particularly sensitive 
to prolonged exposure to heat. It is possible that a poorer quality of sperm may be 
ejaculated for up to three months following exposure to these suboptimal conditions 
(Dooley, 2006). Sperm counts may also decrease with frequent ejaculation and may rise 
after two to seven days of abstinence (Davies, Webber, & Overton, 2009; Cooper-Hilbert, 
1998). 
     According to Cedars (2005), most sperm are killed by acidic vaginal fluid when 
ejaculated into the woman’s vagina. Approximately one out of every 2000 sperm survive. 
Those that do survive have to find their way through often hostile cervical mucus into the 
uterus. Here, they begin an uphill battle to reach a recently released egg in one of the 
fallopian tubes; this can take anything from a few minutes to several hours. When they 
reach the egg cell, they try to penetrate the egg’s outer shell, in order to fertilize it 
(Saladin, 2011; Tortora & Grabowsky, 2003). Although sperm can survive a few days in 
cervical mucus, eggs cannot be fertilized beyond 24 hours after ovulation; and therefore, 
the period for fertilization is limited (Saladin, 2011). From the process described above, it 
is clear that the timing has to be perfect for a pregnancy to occur. The section that follows 
will explore some of the possible causes of infertility in females. This will be followed by 
a discussion on the possible causes of male infertility. 
 
3.5 Causes of Infertility 
     As previously noted, the current infertility epidemic can be seen as the consequence of 
several unforeseen socio-economic trends, such as reliable contraception, the woman’s 
movement, and an economy that pushed women into the labour market during their most 
fertile years (Basu, Basu, & Ellison, 2010). In addition, fertility in women decreases 
substantially after the age of 35, as a result of an age-related decline in her ovarian 
endowment and the decrease in the number and quality of egg cells (Saladin, 2011). 
While these factors are predominantly cultural factors influencing the incidence and 
prevalence of infertility, it is important to bear in mind that infertility is primarily a 
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medical condition. Although the aetiology of infertility can be divided into four major 
categories, namely, female factors, male factors, combined male and female factors, and 
infertility of undetermined cause, it has been found that infertility is rarely the result of 
the impact of one of these factors; but it is more often the result of the interplay of 
multiple origins (Greer, 2007; Kruger & Van der Merwe, 2010; Stoppard, 2001). 
 
3.5.1 Female Factors 
     Infertility in a female can be caused by ovulatory problems, hormonal imbalances, or 
the blockage of tubes. Blocked tubes can be related to adhesions, fibroids, endometriosis, 
fallopian tube damage, and an abnormally shaped uterus.  
     According to Davies, Webber and Overton (2009), one of the most common causes of 
female infertility is the failure of the ovaries to release an egg, also known as ovulation 
failure (Saladin, 2011). Symptoms of ovulation failure include: lack of periods, 
infrequent periods, frequent periods (every 24 days or less), or very light periods. 
Through the measurement of the oestrogen and progesterone hormonal levels, it can be 
determined whether ovulation is taking place, or not (Saladin, 2011). An imbalance or 
upset in these hormone levels will cause ovulation failure; and therefore, a female will 
not be able to maintain an early pregnancy (Davies, Webber, & Overton, 2009; Saladin, 
2011).  
     Several ovarian dysfunctions can also lead to infertility. A rare, but obvious reason, is 
that both the ovaries are not present – either because the woman was born without them, 
or she had them surgically removed, possibly because of cancer (Fullick, 2002). 
However, it may be possible that ovulation does not take place even if the ovaries are 
present. This may be due to a traumatic experience, or as a result of certain drug 
treatments causing temporary shutdown of the ovaries, meaning that the ovaries stop 
sending hormone-producing messages for a specific time (Greer, 2007).  
     Polycystic ovary syndrome, which is part of the vicious circle of hormone imbalance, 
can also be a predictor of ovulation failure (Greer, 2007; Stoppard 2001). This syndrome, 
according to Greer (2007), may be inherited, but being overweight can also bring it on. 
Synthetic hormones in the form of drugs, such as clomiphene, are used to treat ovulation 
failure, as it stimulates the ovaries to develop several follicles, and then to release one or 
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more eggs at a time (P.E. Infertility and Wellness Clinic, 2004). Another reason for 
failure to ovulate in females is as a result of a reduced number of eggs in the ovaries; and 
lastly, it may be due to damage to the ovaries as a result of surgery, which is also a 
possibility for infertility (Davies, Webber, & Overton, 2009; Silber, 1991).  
     According to Greer (2007), 70 per cent of women fail to ovulate as a result of 
hormonal problems. Prolactin is another hormone that is important in fertility. This 
pituitary hormone is responsible for the stimulation of breast milk production; and if this 
hormone is present in excessive amounts in non-pregnant women, it may suppress 
ovulation (Saladin, 2011). According to Greer (2007), the release of prolactin is triggered 
by stress, drugs and infection; and it can be treated with drugs, irradiation or surgery. 
Other hormones produced by the pituitary gland may fail to stimulate the ripening of an 
egg within the ovary, or the hormones may fail to stimulate the release of the egg into the 
fallopian tubes (Tortora & Grabowsky, 2003). Luteinising Hormone stimulates the 
release of the egg and the production of progesterone, while Follicle Stimulating 
Hormone triggers the ripening of the egg and the production of oestrogen (Saladin, 
2011).  
     Furthermore, any blockage of the reproductive organs will restrict the passage of egg 
and sperm cells. The passage for the egg cell can be blocked, as a result of a misshaped 
uterus, fallopian tube damage, or abnormal growths on the lining or wall of the uterus 
including endometriosis, fibroids and adhesions – causing a fertilized egg to pass out with 
a period and be lost. The most common cause of blocked passages is due to fallopian tube 
damage. This is caused mainly by trauma in the pelvic region, such as surgery, or a 
ruptured appendix; but it may also be caused by inflammation somewhere in the pelvic 
cavity. The inflammation results in adhesions, which means that one membrane sticks to 
another, thereby causing a blockage (Garcia, 2005; Saladin, 2011).  
     If an ovum is fertilized after ovulation, it stays in the tube for two to three days before 
passing down into the uterus for implantation. Thus, the fallopian tube is more than just a 
pipeline carrying the ovum from the ovaries to the uterus, as it is here that the delicate 
ovum is nurtured, protected and guided for several days by the cells lining the tubes 
(Barker, 1990; Davies, Webber, & Overton, 2009). Because an ovum needs to be 
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nurtured, poor nutrition can also induce a spontaneous abortion (P.E. Infertility and 
Wellness Clinic, 2004).   
     As stated previously, endometriosis can also cause a blockage of the woman’s 
reproductive tract. Endometriosis occurs when fragments of mucous membrane similar to 
the womb lining find their way up the reproductive tract and start growing in other parts 
of the female reproductive tract. These fragments behave in exactly the same way as the 
womb itself, swelling before a period, bleeding and causing an obstruction. This causes 
infertility by blocking the passage for the eggs from the ovaries to the tubes. A diagnosis 
of endometriosis can be made by visual inspection of the pelvis by means of a 
Laparoscopy (Endometriosis Society of South Africa, 2006).  
     A Laparoscopy involves two small incisions. The one incision is made through the 
belly button and a combination of eyepiece and light is passed through the incision 
allowing the surgeon to see inside the abdomen. The second incision is made along the 
hairline at the base of the abdomen and a pair of forceps is inserted through the incision 
allowing the surgeon to move the uterus, tubes or ovaries into view. A dye is then passed 
through the cervix into the uterus and the tubes, allowing for a diagnosis to be made. The 
misplaced endometrium can generally be treated with either medication or surgery 
(Davies, Webber, & Overton, 2009; Endometriosis Society of South Africa, 2006; Greer, 
2007; Saladin, 2011). 
     Polycystic ovarian disease involves growths in the ovaries and womb called cysts and 
fibroids; and this is also common in women. In Polycystic Ovarian Syndrome the 
follicles develop each month; but they do not burst, instead they turn into cysts. As a 
result, they distort the organs and stop them from working properly (Greer, 2007). 
Fibroids are round growths in the uterus, while adhesions are bands of fibrous tissue in 
the pelvis that may develop after infection or surgery, causing the sides of the fallopian 
tubes to stick together – thereby, preventing the release of the egg from the ovary (Greer, 
2007).  
     A damaged cervix, which results in the inability to produce the mucus that aids in 
sperm transportation (Davies, Webber, & Overton, 2009), as well as autoimmunity can 
also cause infertility in females (Greer, 2007). Sexual activity, abortions, appendicitis and 
birth infections can damage the tubes, and thus affect the passage of sperm cells, eggs or 
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the embryo, making pregnancy unlikely, if not impossible (Cedars, 2005). According to 
Davies, Webber and Overton (2009), the greater the stress and infection a woman suffers, 
the more the egg cells die, thus further depleting the woman’s store of healthy eggs. 
     Congenital problems are another cause of infertility in women. There are five types of 
congenital abnormalities related to the uterus that can lead to infertility. These include: 
(a) The absence of a uterus from birth; (b) an abnormally small uterus; (c) a double 
uterus; (d) a t-shaped uterus; and (e) an asymmetrically developed uterus (Saladin, 2011). 
These problems can be detected through a physical examination, x-rays, or a laparoscopy. 
Not only can the cervix be problematic, but also the cervical mucus found in the cervix. 
For example, the cervical mucus can fail to make a proper lining, and thus prevent the 
sperm from travelling up the uterine tract, or it could contain antibodies that kill the  
partner’s sperm (Fullick, 2002). In addition, a damaged or weak cervix can also allow 
infections into the womb - thereby causing a miscarriage (Saladin, 2011). Finally, 
according to Domar (1997), stress can upset the fine balance of the hormones needed for 
conception and embryo implantation. She also states that: “When the body is under 
extreme physical and emotional stress, the reproductive organs slow down, and in some 
cases shut down completely” (p.71).    
     The treatment of female infertility ranges from simple ovulation induction treatment to 
correct hormone imbalances, to sophisticated medical procedures, such as in vitro 
Fertilization (IVF) or Gamete Intra-Fallopian Tube Transfer (GIFT) (P.E. Infertility and 
Wellness Clinic, 2004). Other treatments include: (a) Artificial insemination by a donor 
(AID), where the husband acts as donor most of the time; and (b) corrective surgery to 
remove fibroids or cysts, or to repair the fallopian tubes or any abnormalities of the uterus 
(Davajan & Israel, 1991; Davies, Webber, & Overton, 2009; Domar, 1997; Monach, 
1995; P.E. Infertility and Wellness Clinic, 2004).  
     In the section that follows the male causes of infertility will be elaborated on. 
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3.5.2 Male Factors 
      Approximately 32-35% of infertility problems are attributed to the male partner 
(Dooley, 2006). According to Family Doctor (2006), 49 per cent of infertile men have no 
demonstrable cause of infertility; 13 per cent have varicoceles; 11 per cent have testicular 
failure; seven per cent have male accessory gland infection; 18 per cent have other 
causes; and only two per cent of male infertility is due to congenital abnormalities.  
     As mentioned above, a fertile male normally produces sperm in both testes; and 
anything that interferes with the production of sperm has an effect on either or both of the 
quantity or quality of sperm. A sperm count, or semen analysis, is the best way to 
determine whether there is any evidence of infertility problems in a male (Henkel, 2004). 
This is done by gathering a semen sample from the particular male, while masturbating, 
and then ejaculating into a specimen jar. If there are signs of poor quantity or quality of 
sperm cells during the sperm analysis, further investigations are carried out to examine 
the problem (Dooley, 2006).  
     According to Davies, Webber and Overton (2009), the two main infertility problems 
males suffer from are: (a) Low sperm count, or the inability to produce sperm; and (b) the 
sperm may be deformed, meaning they are not the right size and shape, as well as having 
poor mobility after ejaculation. Further investigations into the reasons for a male’s 
infertility include X-rays to detect abnormalities and blockages in the reproductive tract. 
It might also require a blood sample to check the hormone levels. A needle biopsy, in 
which tissue is removed, can also be done on the testes if the sperm-producing cells of 
the testes need to be examined (Dooley, 2006; Silber, 1991). 
     Infertility in males can be caused by various factors; and these could include the 
following: 
 
1. Undescended testes that are not relocated at an early age from the abdomen into 
the scrotum can cause infertility (Greer, 2007; Saladin, 2011).  
2. A varicocele, which is a collection of swollen veins around the testes, can cause 
sperm production and mobility to decrease (Family Doctor, 2006; Greer, 2007). 
This can be treated by tying off the affected vein in a minor operation under 
general anesthetic. There are three basic theories, according to Shaban (2006), as 
 60
to why a varicocele is harmful, namely: (a) The testicles are too warm from all the 
back-flow of blood; (b) stagnation of blood in the varicose vein creates poor 
circulation of oxygen and nutrients to the testicle; and (c) hormones produced 
higher up in the abdomen by the adrenal gland pass down into the testicle and 
suppress sperm production. 
3. Autoimmunity can also cause infertility in males. This is a condition where a 
male’s body attacks his own sperm cells with antibodies, causing them to form a 
cluster, making it impossible for the sperm to move through the passage to the 
egg cell (Davies, Webber, & Overton, 2009; Shaban, 2006).  
4. Several infections, such as sexually transmitted diseases, tuberculosis, smallpox 
and malaria can also affect the sperm, affecting the glands negatively (Davies, 
Webber, & Overton, 2009; Georgia Reproductive Specialists, 2006). 
5. According to Greer (2007), viral infections, such as mumps, can cause infertility 
in males. 
6. The inadequate production of Follicle-Stimulating Hormone (FSH) and 
Luteinising Hormone (LH) can also cause infertility (Shaban, 2006). Follicle-
Stimulating Hormone and Luteinising Hormone are secreted by a gland at the 
base of the brain, known as the pituitary gland, which is responsible for the 
production of testosterone. Testosterone, in turn, is responsible for the production 
of ‘healthy’ sperm. The inadequate production of these two hormones can cause 
infertility in males. 
7. Retrograde ejaculation, where semen is ejaculated backwards into the bladder, can 
also cause infertility (Cedars, 2005; Greer, 2007).   
8. A blockage in the tubes like the vas deferens also prevents sperm from entering a 
female’s body sufficiently to fertilize the egg cells, leading to infertility (Greer, 
2007; Saladin, 2011). 
9. Certain medications may also cause temporary infertility in males (Greer, 2007; 
Tortora & Grabowsky, 2003). 
10. Environmental factors, such as lead poisoning, radiation, and stress can also result 
in infertility (Greer, 2007).  
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11. Age is also a factor affecting fertility in males, as males may develop sexual 
disorders, such as impotence, for example, at a more advanced age (Georgia 
Reproductive Specialists, 2006). According to Downie (1988, p.35), where a 
person lives and works, how much a person eats, drinks and smokes, and whether 
a person is generally happy, could all have some affect on fertility. It is unlikely 
that alcohol or being overweight would be the sole cause of childlessness; 
however, these conditions can reduce sperm production. In general, a healthy 
lifestyle, with little stress, facilitates the production of healthy sperm (Dooley, 
2006). This also includes avoiding heat and chemicals at work, as well as 
recreational and medical drugs. Fertility is likely to increase if medication is 
stopped, or if a person is removed from a particular environmental hazard that 
causes the infertility. Like most other male causes of infertility, age does not have 
any treatable solutions (Davies, Webber, & Overton, 2009; Greer, 2007). 
12. An inadequate sperm count, as mentioned above, also causes infertility (Greer, 
2007; Saladin, 2011; Tortora & Grabowsky, 2003). 
13. Problems during intercourse, such as a man being unable to deposit sperm into a 
woman’s cervix as a result of impotence, premature ejaculation, or failing to 
ejaculate, could also lead to infertility. These conditions are normally due to 
surgery, medication and physical or psychological problems. According to 
Downie (1988), the stress of trying to conceive is also sometimes the cause of the 
problem. In this regard, Downie states the following: “It may occur following the 
discovery of azoospermia, which is a zero sperm count, or as a result of the 
demand for sexual performance during an infertility investigation”, such as a post-
coital test (1988, p.43). Treatment of these problems includes counselling, surgery 
to damaged blood vessels, and hormones that are injected into the penis to cause 
an erection, or penile implants (Davies, Webber, & Overton, 2009).  
14. Stress can cause infertility, which in turn causes even more stress, which often 
prolongs the infertility problem (Dooley, 2006; Greer, 2007). 
15. Physical injuries, such as severe sports injuries can lead to a man being unable to 
produce sperm (Davies, Webber, & Overton, 2009). 
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16. Congenital abnormalities can also account for some of the problems, with which 
males struggle. These congenital problems include the absence of a vas deferens, 
undeveloped testicles and hypospadias. This is a condition where the urethra open 
above or beneath the penis, rather than at the end (Greer, 2007). 
 
      Unexplained causes of infertility will be discussed in the section that follows. 
 
  3.5.3 Unexplained Infertility 
     Unexplained infertility can be defined as a couple who have not conceived, and for 
which no medical cause has been found – after a comprehensive investigation of both 
partners (Dooley, 2006). Unexplained infertility may be due to one of three reasons: (a) 
There is no problem with the couple; they have just been unlucky so far; (b) there is a 
problem with the tests used to establish the cause of infertility, which results in the failure 
to detect any abnormalities; or (c) the problem includes one that has not yet been 
discovered or identified (Davies, Webber, & Overton, 2009). 
     Greer (2007) noted that couples for whom no medical cause or physical abnormality 
can be found to be a factor as the cause of their infertility, the diagnosis of unexplained 
infertility is particularly frustrating and stressful, as physicians find it difficult to 
determine the best means of treatment, if there is no clear identifiable cause of infertility 
(Davies, Webber, & Overton, 2009). According to Dooley (2006), the question of the 
extent to which psychological factors contribute to such a couple’s infertility is 
considered to be a controversial one.  
     As can be seen from the above discussion, the accurate diagnosis of the cause of 
infertility in a couple is a crucial step in determining the appropriate therapeutic path that 
needs to be followed (P.E. Infertility and Wellness Clinic, 2004). In the section below, 
the treatment of infertility will be discussed more fully. 
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3.6 Treatment of Infertility 
      During the past two decades, great advances in the field of assisted reproductive 
technology have been made (Boivin & Kentenich, 2002). While in the not-too-distant 
past, couples could only consider the possibilities of either adoption or childlessness, 
couples today can choose from a wide spectrum of technological options, all offering the 
hope of conception and a live birth (Dooley, 2006). Treatment may range from simple 
education and counselling, to the use of medication to promote ovulation, or highly 
sophisticated medical procedures, such as In-Vitro Fertilization (IVF) or Gamete Intra-
Fallopian Tube transfer (GIFT) (P.E. Infertility and Wellness Clinic, 2004). Conventional 
medical treatments achieve very good results (P.E. Infertility and Wellness Clinic, 2004). 
However, according to Swartz (2003), treatment is often lengthy, unpleasant and 
expensive. The general rule in treating infertility is to start with the simplest, least 
invasive tests, and progress to the more complicated ones (P.E. Infertility and Wellness 
Clinic, 2004).  
     Fertility is a shared concern; and it is important that both partners are evaluated 
simultaneously (Fullick, 2002). The very first step in establishing the cause of infertility 
is for the couple to go for physical examinations, blood tests and a semen analysis. 
During a physical examination of the woman, the doctor will feel for cysts, fibroids or 
damage to any pelvic organs. In the male, he will be looking for any trace of lumps or 
malformation of the reproductive organs (Davies, Webber, & Overton, 2009). According 
to Davies, Webber and Overton, blood tests include the testing of the woman’s oestrogen, 
progesterone, LH, FSH, prolactin, testosterone and thyroid hormone levels. The male, on 
the other hand, is required to masturbate into a small bottle, which he then wraps in 
cotton wool, in order to keep it warm, and takes it to the laboratory for semen analysis. If 
the tests deviate from what is considered to be normal, the couple is then referred to a 
specialist medical practitioner, who may be an urologist or a gynaecologist for further 
treatment, depending on the problem (Davies, Webber, & Overton, 2009).  
     The gynecologist does a post-coital test, an ultrascan, a hysterosalpingogram (HSG)1 
and a laparoscopy on the female. He will also ask her to keep a basal body temperature 
                                                 
1 Hysterosalpingogram (HSG) is an X-ray procedure that evaluates the passage from the 
cervix through the uterus and the fallopian tubes. 
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chart, to ensure that ovulation is taking place (Greer, 2007). In conducting a post-coital 
test, a sample of the woman’s cervical mucus is taken 12 hours after intercourse, to see 
whether there is sufficient mucus, and if the sperm reacts positively to the mucus. An 
ultrasound is performed, in order to check the ovaries, as well as the maturing eggs (P.E. 
Infertility and Wellness Clinic, 2004).  
     According to Saladin (2011), an HSG is a process where radioactive dye is injected 
through the cervix into the womb and watched by x-ray, as it passes through the tubes. 
This is used to check the potency of the womb and tubes; and it is a very painful 
experience. It also helps the doctor to see whether a couple is actually having sexual 
intercourse in the correct manner for conception to take place (Greer, 2007). The 
urologist does a testicular biopsy, a split-ejaculate semen analysis, and blood tests, as 
well as a vasography. During a testicular biopsy, a piece of tissue is taken from each 
testicle to check the production of the sperm at the source, and to see if there is a 
blockage in any of the vesicular tubes (Davies, Webber, & Overton, 2009). 
     Four basic categories of treatment have been identified, and with the help of a medical 
practitioner or specialist gynecologist, the most appropriate type of treatment is 
established for each couple. The four categories are: (a) Hormonal therapy; (b) surgical 
procedures and microsurgery; (c) artificial insemination; and (d) assisted reproductive 
technologies (Fullick, 2002). For the purposes of this study, assisted reproductive 
technologies will be discussed in depth; and only a brief overview will be given of the 
other three categories.  
     In a couple whose infertility is as a result of hormonal imbalances affecting ovulation 
or sperm production, hormonal therapy is used to replace or enhance the hormonal 
stimulation necessary for successful conception (Davies, Webber, & Overton, 2009). A 
variety of surgical procedures are available for fertility problems that are caused by 
anatomical problems or abnormalities in the reproductive system of both men and women 
(Davies, Webber, & Overton, 2009). 
     Artificial insemination (AI) is mostly used to treat male-related fertility problems, 
such as low ejaculate volume, low sperm count, or poor sperm motility (P.E. Infertility 
and Wellness Clinic, 2004). It can also be used for other reasons, namely: (a) If sperm is 
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not being placed into the vagina as a result of ejaculation problems; or (b) if a woman has 
hostile cervical mucus; or (c) if a man has sperm antibodies (Davies, Webber, & Overton, 
2009). Artificial Insemination can also be used for paraplegics, where sperm is collected 
after electro-ejaculation, as well as for men who have a blocked vas deferens or 
epidydimis. This is done by removing the sperm from the reproductive tract with a fine 
needle (Fullick, 2002). This technique is also used to treat problems, such as cervical 
mucus or immunological problems in females.  
     The woman’s ovulatory patterns are determined by basal body temperature charts, the 
production of cervical mucus, and dilation of the cervix. On day 14 of her cycle, artificial 
insemination is performed (Cedars, 2005). The woman lies on an examination table, 
while an instrument called a speculum is inserted into her vagina. The speculum extends 
and eases access to her cervix or the neck of the womb. A syringe containing a quantity 
of sperm is then inserted; and semen is expressed into the mucus at the entrance of the 
cervix. Alternatively, the semen may be deposited inside the actual womb by means of a 
fine tube. The syringe and speculum are removed and the woman rests on her back, 
pelvis raised for about an hour. The whole procedure is preformed in the doctor’s 
surgery; and it is relatively simple and painless (Garcia, 2005).  
     As this study focuses on couples who are undergoing Assisted Reproductive 
Technologies (ART), this procedure will be discussed in depth. Assisted Reproductive 
Technologies treatment also known as In-Vitro Fertilization (IVF) or test-tube conception 
require a more involved, specialized medical procedure that is designed to increase the 
number of eggs and/or sperm produced, and bring the eggs and sperm together. After 
infertility has been diagnosed, and all the less-invasive treatments have been tried, with 
little success, the couple is referred for an IVF to the infertility clinic (Davies, Webber, & 
Overton, 2009). 
     The first step is to go for an intake interview at the clinic. Here, a doctor and nurse co-
ordinator explains the procedure, the side effects, as well as the risks involved (Davies, 
Webber, & Overton, 2009). The treatment starts with the woman taking a course of 
medication and self-administered injections, such as Lupron® to stimulate her ovaries to 
produce more than the normal one egg (Davies, Webber, & Overton, 2009). This is 
known as superovulation. According to Greer (2007), the ovaries can be overstimulated, 
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and in rare instances this has been known to be lethal. The woman then gives the clinic 
daily blood or urine samples to determine her hormone levels, followed by an ultrasound 
to see whether her ovaries are responding correctly to the treatment.  
     Through these procedures, the doctors are able to estimate when she should ovulate 
and when an egg escapes from its follicle – this occurs when the follicle swells so much 
that it bursts. Just before ovulation, about eight to 12 days after she started the drug 
treatment, the eggs are aspirated, or sucked, from the ovaries, in what is known as an egg 
collection (Davies, Webber, & Overton, 2009). 
     The egg collection is done in an operating room by a gynaecologist, with a nurse, a 
laboratory technician, and an anaesthetist, using either a laparoscope or ultrasound 
(Davies, Webber, & Overton, 2009, Silber, 1991). The laparoscope is inserted through 
the belly-button and a smaller hole is made for a pair of thin forceps, used to move the 
ovaries into position and hold them steady. A third incision is then made for a hollow 
needle, through which the eggs are sucked. Egg collection can take between 20 and 60 
minutes. Each egg is washed after collection in a culture that removes the follicular fluid 
and any red blood cells. The eggs are then placed into a test-tube, or a flat culture dish, 
together with the culture.  
     The eggs are then placed in a laboratory incubator that is kept at body temperature for 
six to 18 hours. After this, the eggs are ready to be mixed with sperm in a process known 
as insemination. About two hours before insemination, semen is collected from the 
husband. The sperm is then checked for motility and counted. The best 10 000 and 100 
000 sperms are then added to each egg in the test-tubes and the test-tubes are returned to 
the incubator (P.E. Infertility and Wellness Clinic, 2004). Normally, 10 eggs are fertilized 
and five to six of them develop into embryos. The embryos are removed from the culture 
and washed in a fresh culture. Not more than three to four of these embryos are gently 
sucked into an ultrathin, catheter which is then passed through the woman’s vagina into 
the uterus. This procedure takes place in an outpatient room near the laboratory. The 
woman will then be told to ‘take it easy’ for a few days, and to avoid sex for the next two 
weeks. After two weeks, she then returns to the clinic to take a blood test to see if the IVF 
was successful, and if she is pregnant (Davies, Webber, & Overton, 2009; Fullick, 2002; 
Silber, 1991). 
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     According to Davies, Webber and Overton (2009) the IVF is not suitable for everyone 
that is infertile. Since IVF is merely a procedure that bypasses the fallopian tubes, one 
needs to have to have a more or less normal ovary and uterus for IVF treatment to be 
successful (P.E. Infertility and Wellness Clinic, 2004). 
     The main reasons, according to Davies, Webber and Overton (2009), for utilizing IVF 
treatment include the following: 
 
1.  When surgery to correct tubal disease has been unsuccessful; 
2.  When tubes are severely damaged and IVF has a better chance of success  
        than tubal surgery; 
3.  When tubes are blocked or twisted; 
4.  When both tubes are damaged, and the husband has a low sperm count; 
5.  When the cervix prevents the sperm from reaching the right place, and other   
       treatments have failed; 
6.  For couples who have two or more causes of infertility; and 
7.  For some women with endometriosis. 
 
     According to the Port Elizabeth Infertility and Wellness Clinic (2004), people who 
generally cannot be helped by IVF and GIFT procedures include: 
 
1. Women who have had their womb removed (hysterectomy). 
2. Women with severe scarring or abnormalities of the womb, making pregnancy 
impossible. 
3. Most women who have had tuberculosis of the womb. 
4. Women who have very scarred or cystic ovaries, where it is quite impossible to 
collect a healthy egg, even though there may be circumstantial evidence that 
ovulation is occurring. 
5. Women with severe bowel adhesions, which could make egg collection very 
dangerous. 
6. Women much over the age of about 40 years – when IVF is notoriously 
unsuccessful. 
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7. Many couples where there is severe male infertility. Although great hopes have 
been raised by recent techniques, such as sperm injection into the egg itself, the 
great majority of those men whose sperm fail to fertilize an egg during IVF 
cannot yet be helped (P.E. Infertility and Wellness Clinic, 2004).  
 
     Furthermore, the Port Elizabeth Infertility and Wellness Clinic (2004) goes on to say 
that one of the most distressing and common situations is that, having sailed right through 
all the stages of IVF, including having had perfectly healthy embryos transferred, vaginal 
bleeding starts about six to 10 days later. It is estimated that a single IVF cycle, using a 
woman’s own eggs, has a 15 per cent chance on average of producing a live baby (P.E. 
Infertility and Wellness Clinic, 2004). 
     Gamete Intra-Fallopian Tube transfer (GIFT) is a very similar technique to IVF; and it 
is an alternative to IVF. The main difference, however, is that during GIFT, no attempt is 
made to produce an embryo outside the body. The eggs and sperm are simply mixed 
together in a drop of fluid and placed back into the fallopian tubes immediately (Fullick, 
2002). According to Fullick (2002), the idea is that fertilization would take place within 
the natural environment of the body, instead of in a glass dish. Any embryos that form 
would then travel down the remaining part of the fallopian tube to the uterus, where they 
would implant in a normal manner (Fullick, 2002). 
     Intra-Cytoplasmic Sperm Injection (ICSI) is a procedure whereby eggs are harvested 
from a woman after treatment with fertility drugs in the same way as for IVF. A single 
sperm is then injected into the cytoplasm of each egg cell. The fertilized eggs are then 
observed, as they divide to form early embryos. Two or three of these healthy embryos 
will then be returned to the body of the mother, just as in normal IVF treatment (Fullick, 
2002). This method of treatment is used mainly for male-factor problems, such as: 
 
1. Severe oligospermia, where the sperm counts is too low for GIFT or IVF 
treatment. 
2. Asthenospermia, where the sperm has poor, or no, motility. 
3. Teratozoospermia, where the sperm has poor morphology (< 10%). 
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     Intra-Cytoplasmic Sperm Injection (ICSI) is also used after failed GIFT and IVF if 
sperm penetration appears to be the problem (P.E. Infertility and Wellness Clinic, 2004). 
     In contrast to the traditional medical treatments that were discussed, it is important to 
note that complementary and alternative approaches to infertility have gained 
considerable validity in medical research (Domar & Kelly, 2002). According to Katz 
(2008), finding a seasoned professional in this field of alternative therapies can make a 
difference in fertility treatment. There are several alternative mind/body or natural 
therapy interventions that work well with couples who are dealing with infertility (Katz, 
2008). Natural therapies that have proven to be successful in the treatment of infertility 
include: (a) Physical therapies such as aromatherapy, herbal medicine, homeopathy, 
massage, naturopathy, nutritional therapy and osteopathy; (b) emotional and mental 
therapies, such as flower remedies, counselling, hypnotherapy and meditation; and (c) 
energy therapies, such as acupuncture, craniosacral therapy, reflexology, and yoga have 
all proven to be successful (Davies, Webber, & Overton, 2009; Katz, 2008).  
     Domar, Friedman and Zuttermeister (1999) concluded in their study that the inclusion 
of mind/body techniques increased successful conception by 42 per cent within 6 months 
of learning and practising these techniques. Subsequent studies done have also illustrated 
that group support or mind/body learning groups can increase conception to 54 per cent 
(Domar, 2000).  
     Comparable to normal fertility rates, effective treatments can be expected to have up 
to 25 per cent success rate per treatment cycle; and they may, therefore, have to be 
repeated several times before a pregnancy is achieved (P.E. Infertility and Wellness 
Clinic, 2004). It is evident from the above discussion that infertility is not only very 
complex; but it is also taxing on the individual’s psychological wellbeing. Therefore, the 
researcher devoted Chapter 4 to the psychology of the infertility experience. However, 
the researcher feels it necessary to first briefly look at the discourse of infertility through 
the lens of psychological strength.  
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3.7 The Diagnosis of Infertility, Self-esteem and Coping Viewed through the 
Lens of Psychological Strength  
     Before World War II, psychology had three distinct missions: (a) To cure mental 
illness; (b) making the lives of all people more productive and fulfilling; and (c) 
identifying and nurturing high talent. During this time, the empirical focus of psychology 
shifted to the assessment and cure of individual suffering. Practitioners went about 
treating the mental illnesses of patients within a disease framework, by repairing damage. 
This approach to treatment brought about many benefits. The downside, however, was 
that the two fundamental missions of psychology: (a) To make the lives of all people 
better; and (b) to nurture genius were all but forgotten (Seligman & Csikszentmihalyi, 
2000). 
     Seligman (2002; 2003) described post-World War II as a time that saw the field of 
positive psychology aligning itself very strongly with the science of healing, and by 
implication, the science of repairing that which was damaged or diseased (King, 2003). 
This emphasis was on the pathological objectified; it defined the human being as a 
passive, helpless creature at the mercy of the various internal drives and external stimuli. 
It has become increasingly clearer through research that normal functioning of human 
beings cannot be explained from a purely negative frame of reference, as it excluded and 
discounted the possibility that a human being could maintain a sense of integrity – despite 
severe suffering, and possess various qualities, such as courage, future-mindedness, 
optimism and faith, which act as protective barriers against mental illness (Seligman & 
Csikszentmihalyi, 2000). Meichenbaum (1994) further noted that people seem to draw on 
an inner strength, endurance and a degree of resiliency to survive painful experiences that 
result from either physical or psychological trauma.  
     According to Abi-Hashem (2001), it is these qualities of inner strength that are too 
easily overlooked and overshadowed by agony, despair and defeat. While research has 
led to a greater understanding of how people survive in conditions of adversity 
(Benjamin, 1992; Koch & Leary, 1985; Smith, 1997), the exclusive focus on pathology 
has resulted in psychologists having very little knowledge of what makes life worth 
living or about how people flourish under benign and ordinary conditions (Seligman & 
Csikszentmihalyi, 2000).  
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     According to Sheldon and King (2001) in the American Psychologist, positive 
psychology revisits “the average person” with an interest in finding out what works, what 
is right, and what is improving. Positive psychology asks: “What is the nature of the 
effective human being, who successfully applies evolved adaptations and learned skills? 
And how can psychologists explain the fact that, despite all the difficulties, the majority 
of people manage to live lives of dignity and purpose?” (p.216). 
     According to Seligman and Csikszentmihalyi (2000), Positive Psychology focuses on 
three areas of human experience that help define the scope and orientation of the Positive 
Psychology perspective. 
 
1. At a subjective level, it looks at positive subjective states, such as happiness, joy, 
satisfaction with life, relaxation, intimacy and contentment. 
2. At an individual level, it focuses on studying positive individual traits and the 
more enduring behavioural patterns over time, such as courage, persistence and 
wisdom. 
3. At a group societal level, it focuses on the development, creation and maintenance 
of positive institutions, such as healthy families, a healthy work environment, and 
positive communities. 
 
     Seligman and Csikszentmihalyi (2000) further suggest that the main aim of positive 
psychology is to “begin to catalyse a change in the focus of psychology from 
preoccupation only with repairing the worst things in life to also building positive 
qualities.” (p.5). It is an attempt to encourage psychologists and researchers to adopt a 
more open and appreciative perspective on human potential, motives and capacities 
(Seligman & Csikszentmihalyi, 2000; Sheldon & King, 2001). The mission of positive 
psychology, according to Seligman and Csikszentmihalyi (2000), is to understand and 
foster the factors that allow individuals, communities, and societies to flourish. Keyes 
and Haidt (2003) broadened the aim of positive psychology and its definition to include 
life stressors. These authors stated that the aim of positive psychology is to “better 
understand how individuals can negotiate, resolve, and grow in the face of life’s stressors 
and challenges” (p.6).  
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     According to Lazarus (2000), the new field of research in positive psychology can 
guide psychologists towards understanding how positive affect and thinking might help 
to prevent emotional breakdown under severe and prolonged periods of stress. Compton 
(2005) further described the focus on what comprises and promotes a satisfying life, 
which ultimately leads to wellbeing and contentment, as a distinctive feature of positive 
psychology. While the fundamental ideas underpinning positive psychology have been 
around since time immemorial, the development of these ideas into theories on health, 
positive psychological and social functioning is a relatively new endeavour (Strümpher, 
2001). 
     Health psychology, a branch of positive psychology, is concerned with an individual’s 
behaviours and lifestyle, and the effect that these have on an individual’s physical health. 
Health psychology incorporates psychology’s contributions to the improvement of health, 
the treatment and prevention of disease, the identification of health-risk factors, the 
enhancement of the health-care system, and the shaping of public opinion on health 
(Brannon & Feist, 2000). Health psychology seeks to describe and clarify the processes 
underlying psychological features relating to health and disease. It also aims to influence 
individuals through various types of psychological interventions. These interventions 
involve facilitating appropriate behavioural transformation and assisting the individual in 
coping with the challenges they are currently facing (Bennett, 2003).  
     This study chose to utilize psycho-education in the form of a course of three 
workshops, in order to bring about the appropriate behavioural transformation, and assist 
individuals on infertility treatment in coping with the challenges they are facing, while on 
treatment. Psycho-education will be discussed in greater depth in Chapter 7, which looks 
at this study’s research design and methodology.  
     Literature is giving increased recognition to the possibility that stressful life events 
and trauma may provoke positive psychological changes (Affleck & Tennen, 1996; 
Schaefer & Moos, 1992; Tedeschi & Calhoun, 1995). This increased field of research has 
noted that exposure to trauma and other stressful life events do not inevitably cause 
depression and despair. Such stressful experiences can act as catalysts for re-evaluating 
one’s goals and priorities, and for re-establishing a greater sense of self (Schaefer & 
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Moos, 1992). According to Park, Cohen and Murch (1996), in addition to negative or 
pathological outcomes, there are also positive outcomes to stressful life events. 
     Researchers and theorists have begun to explore a range of novel concepts including, 
stress-related growth (Park et al., 1996), positive personal changes (Curbow, Somerfield, 
Baker, Wingard, & Legro, 1993), meaning-making (Park & Folkman, 1997), meaning-
based coping (Folkman & Moskowitz, 2000), benefit-finding (Tennen & Affleck, 1999), 
benefit appraisals (Lazarus, 1999), and growth-oriented functioning, as well as crisis 
growth (Holahan, Moos, & Schaefer, 1996).  
     Increasing evidence indicates that the array of positive outcomes that may result from 
stressful events include: finding meaning in life, developing better coping skills, 
enhancing one’s social resources, establishing important personal priorities, and 
recognising the value of social relationships (Leedham, Meyerowitz, Muirhead, & Frist, 
1995; Shifren, 1996). Interestingly, these research results are congruent with the 
fundamental principles of the positive psychology movement; and they represent a useful 
alternative to the prevailing focus on pathology and deficits.  
     Masten (2001) wrote: “Resilience (also fortigenesis) appears to be a common 
phenomenon that results in most cases from the operation of basic human adaptational 
systems…from the everyday magic of ordinary, normative human resources.” (pp.227 – 
235). After concluding a study of survivors of the Holocaust, Helmreich (1992) reported: 
“The survivors were not supermen; they were ordinary individuals before the war, chosen 
by sheer accident of history to bear witness to one of its most awful periods…It is not a 
story of remarkable people. It is a story of just how remarkable people can be” (p.276).  
     It is with this quote in mind that the emphasis of this study is, therefore, on infertility 
patients’ wellbeing and resilience to stress, rather than the measurement of stress per se. 
These results also apply to chronic illnesses, such as infertility, where empirical evidence 
showed that positive affect also occurs during chronic stress, often with surprising 
frequency. In a study done by Viney (1986), it was found that patients that were 
hospitalized with a severe or chronic illness reported significantly higher levels of 
positive emotion than did participants in a non-patient comparative group.  
     According to Compton (2005), the popularity of positive psychology is rapidly 
increasing; and the results from positive psychology research are already influencing 
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interventions, thus gaining a permanent place for positive psychology in scientific 
psychology. According to Keyes and Haidt (2003), the benefit of positive psychology is 
that, while it focuses on the positive, it brings balance to the field of psychology. Keyes 
and Haidt (2003) also state that it does so by being realistic and not claiming that human 
nature is all positive, but that it simultaneously takes note of the fact that people do have 
the capacity to thrive when confronted with challenges.      
     According to McLafferty and Kirylo (2001), there exists a great need to further 
develop the psychology of survivorship, resiliency, encouragement, and strength. Lazarus 
(2000) has suggested that this new field of research can guide psychologists towards an 
understanding of how positive affect or emotion might help to prevent emotional 
breakdown under severe or prolonged stress. Whilst not being the focus of the present 
study, it incorporates the principles of health psychology and the positive psychology 
movement, by focusing on the strengths, resources and capacities of patients undergoing 
infertility treatment.  
 
 3.8 Conclusion  
     In this chapter, the theory of the causes of infertility and the way they can be 
overcome has been discussed. As mentioned before in this chapter, high-tech treatments 
like IVF, GIFT and ART make the whole process of an infertility treatment cycle sound 
very neat, orderly and scientific. However, when science meets the real world, all of the 
neatness gets lost. Infertility involves real individuals; and the treatment can be messy, 
unpredictable, take a long time and even be unsuccessful.  
     Far from exclusively being a female concern, fertility is now considered to be a 
condition affecting the couple as a system, rather than placing the responsibility and 
blame on an individual within the system (Baker et al., 2010). For most couples, it is the 
ambiguity and uncertainty related to infertility that becomes a significant stressor 
(Schneider & Forthofer, 2005). According to Phillips (2008), the most prominent 
psychological effects of infertility are emotional, loss of control, self-esteem, identity and 
beliefs, and social effects. Thus, it is evident that the psychological impact of infertility 
challenges more than the mere coping of the individual; it also affects the emotional 
responses (e.g., feelings of depression and anxiety) and self-esteem (Cooper-Hillbert, 
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1998), and a sense of identity and wellbeing (Doyal, 1995; Helman, 2001). The current 
study aims to explore and describe the self-esteem, the coping resources and the 
perceived experience (psychology) of infertile patients. It is, therefore, necessary to begin 
by placing in context, the important aspects relating to stress, infertility treatment and the 
individual. These aspects will be discussed in the following chapter, Chapter 4, The 
Psychology of Infertility.     
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CHAPTER 4 
 
 
THE PSYCHOLOGY OF INFERTILITY 
 
“My infertility is a blow to my self-esteem, a violation of my privacy, an assault on my 
sexuality, a final exam on my ability to cope, an affront to my sense of justice, a painful 
reminder that nothing can be taken for granted. My infertility is a break in the continuity 
of life. It is above all, a wound – to my body, to my psyche, to my soul.” 
(M.A. Jorgenson in a letter to Resolve, an American infertility magazine, Date Unknown) 
 
          4.1 Introduction 
     Fertility and the propagation of the family name and lineage, by means of a biological 
heir, are themes that flood the age-old cultural narratives of history, religion and 
mythology. The ability to conceive and bear a living child is historically linked to 
prestige and power, with identity and generativity; while in contrast, infertility has been 
known to be associated with shame, the curse, disease and defect (Gravett & Muller, 
2010; Helman, 2001). 
     The psychological response of men and women to perceived infertility can be 
substantial; feelings of personal and sexual inadequacy may result in conflict between the 
couple, as well as sexual dysfunction, hostility, and guilt (Ferring Pharmaceuticals, 2002; 
Ferreira, 2005; Rajvir Dhillon, Cumming, & Cumming, 1999). Furthermore, the socially 
constructed ideal and identity of the woman as a “natural mother”, and the “one who 
nourishes her child with the riches of her body” is thrown into question, when she is 
faced with the possibility of infertility (Helman, 2001, p.124).  
     Similarly, the symbolic meaning of the pregnant body as that which is ‘nurturant, 
natural, and healthy’, provides a cultural ideal (Helman, 2001). In comparison with this 
ideal, infertile men and women may interpret themselves, their bodies and their identities 
as being defective and abnormal (Helman, 2001). For most couples, infertility is more 
than just a physical condition. Infertility represents a seemingly insoluble problem that 
taxes a couple – physically, financially, and emotionally (Peterson, Newton, Rosen, & 
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Schulman, 2006). Therefore emotional problems and infertility treatment often occur 
together (Dooley, 2006; P.E. Infertility and Wellness Clinic, 2004). 
     This chapter will explore the psychological aspects of infertility. It will look at the 
psychological influence a diagnosis of infertility bring about; and more specifically, it 
will focus on the influence that infertility treatment has in terms of stress, self-esteem and 
coping. The emotional stages associated with treatment will be discussed, as well as the 
influence such treatment has on the marital relationship. A brief overview of how patients 
are influenced by psychological interventions, such as counselling and group 
intervention, will be looked at; and finally, pregnancy after infertility treatment, will be 
discussed. 
 
          4.2 Stress, Infertility and the Individual  
     Stress and infertility have been linked since biblical times, when it was written that a 
woman’s emotions could lead to a barren state. Stress can be defined as a stimulus, which 
produces mental tension or a physiological reaction (Domar, 2011). For the purposes of 
this study, the experience of infertility as the stimulus, will provide the focus.       
     For individuals or couples who are diagnosed with infertility, the diagnosis brings 
with it a whole range of new challenges. Couples not only have to confront the physical 
aspects of infertility, but also the psychological and social impact, which accompanies 
infertility (P.E. Infertility and Wellness Clinic, 2004). According to Domar (2011), the 
main sources of stress for infertility patients are the impact of infertility on their social 
life, their sexual health, and their relationship with their partner.  
     When couples are faced with infertility, their emotions usually follow a set pattern that 
is similar to that of the grieving process, as outlined by Kubler-Ross’s (1967) grieving 
stages: shock, denial, anger, loss of control, isolation, feelings of guilt, poor self-esteem, 
depression, and lastly, adaptation and acceptance (Cooper-Hilbert, 1998; Daniluk, 2001; 
Phillips, 2008; Ramezanzadeh et al., 2004). A crisis such as this is often a turning point in 
an individual’s life, as well as that of the couple (Ferreira, 2005).  
     While there are many factors interfering with the physiological process of conception, 
especially as women age, the stress of going through the process has a major impact on 
the couple; and it seems to interfere with the success of treatments (Katz, 2008). 
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Although in most cases, infertility causes stress, and not vice versa, recent studies have 
provided evidence that stress can affect the treatment outcomes (Benyamini et al., 2008).             
     The first major source of stress facing the infertile couple is related to their attempts to 
conceive – and being disappointed on a monthly basis. Women feel that life revolves 
around their menstrual cycle. There may be tension in the marriage, and normal romantic 
relations may have become mechanized and regimented, according to an ovulation chart 
(Dooley, 2006).  
     Ramezanzadeh et al. (2004) report that most individuals experiencing infertility have 
intense periods of anxiety, depression, helplessness, relationship or marital difficulties, 
and cognitive impairments at some time during the course of their treatment cycles 
(Cooper-Hilbert, 1998). Beyamini, Gozlan and Kokai (2009) state that infertility 
treatment only has a 25% success rate per treatment cycle, meaning that it often has to be 
repeated several times before a pregnancy occurs, thus causing infertility treatment to 
become part of a couple’s life cycle.  
     According to Schneider and Forthofer (2005), couples engage in a variety of ways and 
strategies to cope with their infertility. These coping strategies seem to influence the 
degree of stress experienced by the infertile individual. Furthermore, the stress of dealing 
with a condition, such as infertility, brings about prolonged uncertainty, as well as intense 
personal strain, which can have a profound and lasting impact on an individual and the 
marital relationship (Bergart, 2000; Ferreira, 2005; Sexton, Byrd, & von Kluge, 2010).     
     According to the American Society for Reproductive Medicine (2004), the 
communication pattern and the sexual relationship of a couple is affected most by a 
diagnosis of infertility, and by the infertility treatment itself. Davies, Webber and 
Overton (2009) indicated in their study that the couple’s sexual relationship during the 
diagnosis and treatment of infertility is sometimes seen as dysfunctional by the couple 
themselves. Furthermore, infertile couples report experiencing stress from various 
sources – including the treatment itself. The effects on the marital relationship, the 
financial impact of treatment, jealousy when friends, family or colleagues conceive, 
interference with work, and the lack of support from loved ones are all factors that 
aggravate their condition (Schneider & Forthofer, 2005). 
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     As mentioned earlier, infertility is far from exclusively being a female concern. 
Daniluk and Tench (2007) conducted a longitudinal study on infertile couples to 
determine the changes in their levels of psychological distress, marital, sexual and life 
satisfaction, as well as self-esteem, following an unsuccessful treatment cycle. They 
found that there was no significant difference in psychological distress reported by the 
women compared with that of the men, or in the distress evidenced amongst older versus 
younger participants. Stress is further compounded with the advent and explosion of the 
highly technical treatment for overcoming infertility, such as in vitro fertilization (IVF), 
gamete intra-fallopian transfer (GIFT), and other variations of test-tube treatments.   
Furthermore, infertile couples are faced with numerous treatment choices, many carrying 
high financial prices, and relatively small chances of success (Davies, Webber, & 
Overton, 2009; Greer, 2007; Kruger & Van der Merwe, 2010). Couples may also find 
themselves in the throes of moral, religious and ethical dilemmas, as the possibility of 
carrying donor sperm/egg cells, or multiple embryos, becomes one of the possible ways 
to have a child (Helman, 2001; Kruger, 2006).  
     Berghuis (2002) conducted a study, in which he researched the coping processes with 
regard to infertility; and he predicted depressive symptoms in couples who were in an 
infertility-treatment cycle. He concluded that receiving a negative pregnancy result 
increased the depressive symptoms significantly in a couple. Berghuis (2002) also 
emphasised that the coping strategies that emerge were important predictors of distress in 
couples. In other words, according to Berghuis, different couples experience different 
levels of stress during the infertility treatment.  
     This is underlined in a qualitative study done by Ferreira (2005), looking at the 
experiences of married couples undergoing infertility treatment. This study found that, in 
general, it seems as though a negative result influences a couple significantly, and causes 
depressive symptoms in individuals. Three participants shared this, as they said: “It was 
very emotional…I cried so much” and “I think you stop thinking rationally after a 
negative result; it was honestly two days of hell for our relationship.” The third 
participant mirrored these comments saying: “How do people go forward after a negative 
result? I mean for a few days after my negative result, I could not function; all I did was 
cry.”  
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     Daniluk (2001) did a longitudinal study over a three-year period on couples who had 
to make the transition to being biologically childless – after medical treatment had failed 
to resolve their condition. During the interviews conducted on 37 couples at 10 month 
intervals, beginning within two months after they have stopped trying to conceive, the 
couples shared that little in their lives had been left untouched by the experience of 
infertility and its treatments. They spoke of the pain and humiliation of some of the 
medical investigations and treatments, and said that “few other experiences in their life 
had been as difficult to cope with – and to come to terms with – as their inability to 
experience the joys of pregnancy” (Daniluk, 2001, p.446).  
     While some of these difficulties can be overcome, as patients learn to adjust, accept 
and cope with their infertility, the stress induced invariably puts excessive demands on 
their coping abilities and self-esteem; and it may play a significant role in their prognosis. 
In order to cope with these stressors, individuals engage in a variety of resources and 
strategies to deal with their infertility (Ferreira, 2005; Ferreira, 2007; Phillips, 2008). 
These coping strategies utilized in turn, influence the degree of stress experienced by the 
infertile individual (Berghuis, 2002; Domar, 1997). 
     Morrow, Thoreson and Penney (1995) investigated the severity of psychological 
distress in a large sample of infertile men and women. The results of this study confirmed 
that 10 per cent of the women and 15 per cent of the men reported clinically significant 
distress ratings. More relevant was the finding that of the three ways of dealing with 
stress: self-blame and avoidance, informational/emotional support seeking, and cognitive 
restructuring, the use of self-blame and avoidance were most highly correlated with 
psychological distress.  
     It is, therefore, important for health-care professionals, working with infertility 
patients, to understand the imbalance of – and the body’s response to – the stress of 
infertility; and how it might trigger other underlying emotional or psychiatric issues 
(Katz, 2008). According to Gibson and Myers (2002), it is advisable for professionals 
wanting to reduce stress and care for infertile couples to identify those factors that might 
explain stress. Educating patients on the cycle of stress, the physical response to 
emotions, and their impact on the fertility cycle, also sets the stage for later therapeutic 
interventions (Katz, 2008). Furthermore, Daniluk (2001) found that the support and 
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sensitivity of patients’ health-care providers during and following failed treatment cycles 
has also been identified as significant in the couples’ ability to cope with involuntary 
childlessness. It is thus important to not only understand how individuals make sense of 
their infertility experience, but also to know how they subjectively understand and 
interpret the situation.               
     Schneider and Forthofer (2005) found that damage to self-esteem was a major 
consequence of infertility, and a covariate in adjustment to it. It also emerged as the most 
important psychosocial factor associated with change in stress over the course of 
treatment. While the incidence of infertility is increasing, and steady progress is being 
made in understanding the role that stress and coping play in aggravating the effects of 
infertility, the experience of infertility remains firmly rooted in the medical model of 
cause and effect.  
     In the light of the above, as well as Schneider and Forthofer’s (2005) findings that 
individuals undergoing infertility treatment’s level of self-esteem was associated with 
change in the level of perceived support and coping resources, the researcher has decided 
to underpin this study by using the theoretical framework of self-esteem and coping. 
These issues will be discussed at a later stage. While acknowledging that infertility is 
perceived as a stressful life event, it is also perceived by some to be on a par with the 
experiences of death and divorce. It is with this in mind that the researcher finds it 
necessary to highlight the emotional stages associated with infertility (American Society 
for Reproductive Medicine, 2004; Ferreira, 2005; Leiblum, 1997).  
     
          4.3 The Emotional Stages of Infertility 
     The psychological impact of infertility challenges more than the mere coping ability 
of the individual, it also affects one’s emotional responses (e.g., feelings of depression 
and anxiety), self-esteem (Daniluk, 2001), sense of identity and wellbeing (Doyal, 1995; 
Helman, 2001).  
     According to Cooper-Hilbert (1998), infertility is one of the most difficult stressors a 
couple can face. Cooper-Hilbert also found that, when couples are faced with infertility, 
their emotions usually follow a set pattern that is similar to that of the grieving process.  
Initially, there are feelings such as shock, denial, anxiety and guilt. Later, these emotions 
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are replaced with depression and grief (Greer, 2007). According to Dooley (2006), each 
stage has a significant impact on the marriage; and because the losses are invisible, 
infertile couples are at risk of experiencing delayed or incomplete grief recovery.  
     The couple experience a chronic monthly hope-loss cycle. The devastation worsens 
each month (Greer, 2007); and their reserve for dealing with the pain diminishes. They 
are on a monthly emotional roller-coaster, alternating between calm acceptance and 
highly intense emotional outbursts (Boivin, 2003; Cooper-Hilbert, 1998; Daniluk, 2001).  
     According to the American Society for Reproductive Medicine (2004), one partner 
may experience anger towards the impaired partner, because s/he feels they are being 
deprived of their dream. Additionally, in the case of infertility, the ‘illness’ that they are 
grieving over is rarely life-threatening; but it can be quite devastating to the marital 
system. The couple, therefore, begins an unanticipated and gruelling journey through the 
stages associated with infertility. Below is a diagrammatic drawing (Figure 4) of the 
emotional stages associated with infertility. The emotional stages associated with 
infertility are further elaborated upon after Figure 4. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                                                 Figure 4 
 
                                              Emotional Stages Associated With Infertility 
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(Adapted from Cooper-Hilbert, B. 1998; Ferreira, H.J. 2005; P.E. Infertility and Wellness Clinic, 2004; Styles, F. 1990, pp.33 - 44)  
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Shock and Disbelief 
     In the initial stages, according to Dooley (2006), the partners can experience disbelief, 
surprise, or shock. At this stage, a couple have always taken their fertility for granted. 
Couples have usually explored issues, such as educational and career needs, and whether 
they were financially and personally ready to begin a family. Many couples want and 
expect children; and thus there is little preparation for the possibility of infertility 
(Cooper-Hilbert, 1998). Couples are surprised and shocked, therefore, when they realize 
that they are not conceiving, according to plan. In a qualitative study done by Ferreira 
(2005), which explored the experiences of married couples undergoing infertility 
treatment, the participants expressed the opinion that very little room was left for the 
thought of a failed cycle. One participant said: “Because you are so convinced that your 
first cycle is going to be successful, you do not leave room for the possibility of a cycle 
failing.” Participants further commented on their first cycle saying: “The first time I…left 
home with an aura around me that I was already pregnant…”; another described her 
experience saying: “My brain was tuned in 100% that it is a formality. I thought I was 
going to sign the papers and that is it.”    
 
Denial 
     Many couples use denial as the method of coping with infertility (Cooper-Hilbert, 
1998). Denial can reduce stress initially; but eventually, the couple must learn more 
adaptive coping mechanisms, so that they do not put their physical or psychological 
welfare at risk (Schneider & Forthofer, 2005). According to Dooley (2006), denial serves 
a purpose. It allows the body and mind to adjust at their own rate to an overwhelming 
situation. It is, however, important that the couple face the realities of their problems and 
the probable prognosis, as denial as a permanent coping mechanism can be dangerous. 
 
Anxiety 
     As the couple continues to struggle with their disappointment, they begin to 
acknowledge their difficulty with infertility, their sense of helplessness with their 
problem, and their increasing anxiety (Anderson, Sharpe, Rattray, & Irvine, 2003). The 
couple become anxious about the effects the infertility might have on their relationship. 
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Each partner fears being identified as the ‘problem’. The couple also starts to worry 
whether or not they can survive together if they cannot realize their dream of having a 
family (Greer, 2007).  
     The examination procedure also makes the couple anxious; as their self-esteem is 
threatened with all the investigations and questions they have to endure (American 
Society for Reproductive Medicine, 2004). The couple push themselves forward, hoping 
that the next procedure will be the solution. Or, with dashed hopes, they struggle with the 
disappointment they feel more anxious; but again, they muster all the strength they have 
to enter the next round of medical interventions (Cooper-Hilbert, 1998). 
 
Anger 
     Anger is a frequent response to the helplessness and powerlessness felt over the loss 
of control over life choices (Dooley, 2006). The anger experienced can either be rational, 
focused at real correctly perceived pressure from family to produce, and from the pain 
and inconvenience of tests and treatment; or, it can be irrational, where it is projected at 
the environment, treatment and at other pregnant couples (American Society for 
Reproductive Medicine, 2004). According to Greer (2007), some infertile couples direct 
anger inward, resulting in emotional isolation and depression. It is common that an 
impaired partner will offer freedom to his or her fertile partner (Cooper-Hilbert, 1998). 
 
Loss of control 
     According to the Port Elizabeth Infertility and Wellness Clinic (2004), the couple 
work their way through the medical procedures; the partners experience a series of 
procedures that are often costly and painful, and which intrude into their private lives. 
The infertility evaluation itself adds stress, as past sexual behaviours and reproductive 
histories are explored (P.E. Infertility and Wellness Clinic, 2004). The partners become 
wrapped up in a ritual of appointments, decisions, and the monitoring of their bodies and 
sex lives (Greer, 2007). Elements that used to be predictable in their lives are no longer 
forseeable. It is extremely difficult to plan ahead as critical times, since the start of a 
treatment cycle is unpredictable (Dooley, 2006). 
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Isolation 
     The chronic nature of the psychological pain leads couples to isolate themselves from 
family and friends. As friends become pregnant; they have less in common with these 
friends. They believe that friends are tired of hearing about their infertility ups and downs 
(Cooper-Hillbert, 1998). According to Ferreira (2005), infertile couples long for support 
and perhaps advice too; but they are afraid of being pitied. It is a painful secret that 
further isolates the couple from one another, as well as from friends, family and other 
means of support (Daniluk & Tench, 2007). Spouses sometimes become isolated from 
one another, because infertility affects them differently, or because they have different 
coping mechanisms (Benyamini, Gozlan, & Kokia, 2009). According to Schmidt, 
Tjornhoj-Thomsen, Boivin and Nyboe Andersen (2005), men in infertile couples 
suppress their own feelings in discussion with their partners, thus isolating their feelings, 
to avoid causing their partners undue distress. 
     Greer (2007) observed that spouses begin to resent each other, and become depressed 
– not only by their failure to conceive, but also by their loss of closeness and ability to 
understand. Communication, sympathy, and understanding in the marriage become 
defective. The strain on each partner’s energy and self-esteem, as well as on the marital 
system’s energy reinforces the partners’ isolation from one another and the world around 
them (Cooper-Hilbert, 1998:43).  
     In Ferreira’s (2005) study, all the participants felt that infertility caused isolation in 
their marital relationship at some or other stage. Two female participants reported that 
they felt as though they were being ‘left out’ by their husbands. One commented: “I 
experienced him as being distant and isolating himself”; the other made a similar 
comment saying: “I felt left out; I could not be part of it.” One of the participants isolated 
herself to such an extent that she said: “…I made a list dividing everything we owned up 
into his things and my things. I really felt that was the direction we were heading [for] as 
a result of infertility.” The biggest cause of isolation was as a result of reduced 
understanding and communication. This was highlighted by comments, such as: “With 
the infertility treatment we came to a point where we did not talk to each other 
anymore”; and “We both did our own thing.” It is evident that many couples often 
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despair that they are going to end up not only childless, but also in a divorce court 
(Peterson, Newton, Rosen, & Schulman, 2006). 
 
Guilt 
     As a couple continues to struggle with their infertility problems, most partners also 
experience a sense of guilt. They feel guilty because they cannot provide their partner 
with what s/he so desperately wants: the ability to fulfil the parental role (Cooper-Hilbert, 
1998:43). They also may feel that they have let their parents or grandparents down. 
People seem to construct a cause-and-effect relationship for previous experiences and 
events. Examples of guilt-producing events include: premarital sex, the use of birth 
control, a history of abortion, extramarital affairs, homosexual thoughts, and 
masturbation (American Society for Reproductive Medicine, 2004; Apostolis, 1992). 
     This guilt can globalize to a point where a person feels unworthy and incapable in 
every sector, namely: employment, social and marital relations (Boivin, 2003). 
Furthermore, feelings of guilt and unworthiness can develop into full-blown depression 
(Greer, 2007). 
 
Unworthiness 
     Unworthiness is a searing, painful feeling associated with faltering self-esteem, and a 
sense of inadequacy, defectiveness and helplessness (American Society for Reproductive 
Medicine, 2004). As repeated attempts to become pregnant come to naught, there is a 
realisation that this intensely striven-for goal has not been, and may never be, attained. 
As this failure becomes more and more evident, one’s self-image or sense of worth is 
assaulted. It is easy to move from procedures that have failed to the feeling that: ‘I am a 
failure’ (American Society for Reproductive Medicine, 2004). 
     According to the American Society for Reproductive Medicine (2004), anguish, self-
doubt, and chronic sadness converge, as couples come to think of themselves as failing, 
not only in realising their own dream to reproduce and nurture, but failing their spouse, 
their parents, and their siblings as well. They go on to report that because shame 
embodies the painful sense of self-defect, it is often hidden and disguised, even from 
oneself. The tragic story of  chronic infertility is that, over a period of time, the sense of 
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failure gradually and imperceptibly spreads like a shadow over a person’s experience; 
while simultaneously, the sense of other competencies gradually become obscured. 
     Sexuality may also be threatened – if it has been defined along traditional lines. A 
woman may think of herself as no longer feminine or attractive or loveable. A man may 
not feel masculine; he may feel impotent or a failure. Self-image and self-esteem are 
affected in such a way that it becomes difficult to like and accept oneself (Dooley, 2006; 
Ferreira, 2005). 
 
Depression 
     Depression, characterized by a sense of hopelessness and despair, is a common 
consequence of the diagnosis and treatment of infertility (Cooper-Hilbert, 1998; Dooley, 
2006; Greer, 2007). The possibility of not achieving their role as biological parents 
begins to hit home. According to Cooper-Hilbert (1998), the couple feel hopeless 
regarding the viability of future treatments. They feel both tired and defeated, and begin 
to lack the courage to continue to fight the uphill battle that results in dashed hopes each 
month. The couple loose energy to face the issues and struggles of everyday life: they are 
losing their excitement for life and its meaning (Cooper-Hilbert, 1998:45). 
 
Grief 
     Daniluk (2001) linked the psychological consequences of infertility to a grief reaction. 
He is of the opinion that the concept of attachment and loss are integral to the infertility 
struggle. Grief over the loss of a life goal is particularly difficult to work through, as the 
loss is invisible. The loss is unrecognized; it is the loss of a potential, not an actual life 
(Apostolis, 1992:41). This experience is so aptly described by Barbara Berg (cited in 
Mahlstedt, 1985) when she wrote: “Who can mourn the loss of someone who has never 
been born or possibly conceived? The fact that there is nothing tangible to represent the 
loss actually intensifies the pain, and makes the loss more difficult to understand. There is 
much to cry about, and there is nothing to cry about. Everything is lost; and nothing is 
lost” (p. 336). Because infertility losses are invisible, society does not provide rituals or 
other processes, in order to assist the couple to work through their grief, complicating the 
grieving process even further (Cooper-Hilbert, 1998).    
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Resolution 
     Healthy couples gradually move toward resolution (Cooper-Hilbert, 1998). According 
to Cooper-Hilbert, the couple learn how to cope: how to master, tolerate, or reduce the 
stress of the situation they feel towards a problem that exceeds their resources. They 
become able to confront the situation and choose reality over denial (Dooley, 2006). The 
resolution stage should help them accept a specific choice about their family-building or 
guide them to choose a child-free lifestyle (Cooper-Hilbert, 1998). 
     According to Cooper-Hilbert (1998), many adults experience losses through their 
lifetime that can precipitate depression. Examples of these losses are: loss of status, self-
esteem, health, confidence, fantasy fulfilment, and loss of someone of important 
symbolic value. Infertility involves all of these losses. However, as described above, the 
losses are invisible, and thus infertile couples are at risk of delayed or incomplete grief 
recovery (Cooper-Hilbert, 1998). Cooper-Hilbert goes on to say that losses experienced 
by the infertile couple are not easily communicated. Partners feel that the loss symbolizes 
personal failure; and from fear of being stigmatized, they keep their condition secret. 
     This section has briefly explored the emotional stages associated with the diagnosis of 
infertility, as well as the emotions experienced during an infertility treatment cycle. The 
following section looks at self-esteem in relation to infertility. 
 
                4.4 Infertility and Self-Esteem 
     There are many descriptions and definitions of self-esteem put forward by 
psychologists. Nevertheless, the consensus is that self-esteem is essentially a subjective 
evaluation of one’s self. Battle’s (1981) definition of self-esteem (on which he built his 
well-acclaimed success) comprises “the perception that the individual processes of his 
own worth.” (p.14). He goes on to say that the individual’s perception of self gradually 
develops and becomes more differentiated with maturity, and through interaction with 
significant others. Once the individual’s perception of self-worth is established, it tends to 
remain fairly stable and resistant to change. However, according to Dooley (2006), being 
confronted with a life-crisis, such as infertility, can have a significant impact on one’s 
self-esteem and feelings of self-worth.  
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     According to Tolman, Impett, Tracy and Michael (2006), physical appearance and 
one’s perception of one’s body is viewed as a powerful contributing factor to self-esteem. 
Daniluk and Tench (2007) reported that individuals diagnosed with infertility report 
changes in their self-esteem; and some may even perceive their bodies as being ugly, 
defective or deformed, after a diagnosis of infertility. In addition to the subjective opinion 
of one’s self (self-esteem), people also subjectively evaluate their resources in life 
(Ferreira, 2007; Phillips, 2008). This is called coping. Here, they make use of variables, 
such as coping resources, a denial of depression and anxiety, and the cultivation of a 
positive outlook. An individual who is perceived to have more coping resources to his or 
her disposal at any given time would also feel more positive about himself or herself 
(Ferreira, 2007; Phillips, 2008).  
     Whatever the cause, coping with fertility problems is never easy; and many people 
may feel robbed of their virility when they find they have a fertility problem (Dooley, 
2006). According to Dooley (2006), these individuals may struggle with feelings of low 
self-esteem and inadequacy. However, the key to coping with these kinds of emotions is 
to give each other plenty of support, and share one’s feelings and concerns (Davies, 
Webber, & Overton, 2009; Dooley, 2006; P.E. Infertility and Wellness Clinic, 2004).     
     Showers and Zeigler-Hill (2007) conducted research on the evaluative organization 
(compartmentalized or integrative) of contextualized selves, in which self-esteem, 
stability and coping styles were examined. Evaluative compartmentalised self-structures 
consist of multiple selves, each of which is either mostly positive or mostly negative; 
while evaluatively, integrative self-structures represent each self with a mixture of 
positive and negative attributes. These different styles of organizing have been linked to 
current mood and self-esteem.  
     The findings of this study suggest that compartmentalized self-structures, typically 
associated with the highest levels of self-esteem, may be prone to instability. In contrast, 
the more moderate self-views of individuals with integrated self-structures may offer 
greater stability, increased resilience, and a means of coping with extreme stress 
(Showers & Zeigler-Hill, 2007). 
     Ferreira (2005) also found that the treatment procedure itself could have a significant 
influence on the self-esteem of the patients. Participants in this study spoke of the pain 
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and humiliation of some of the medical investigations and treatments. Participants 
explained the medical investigations as extremely degrading. One woman said: “I must 
tell you that I am not shy at all, but for me the egg implant process was the biggest wake-
up call I [have] had in my whole life. You lie on a bed, your legs clamped to the bed and 
it feels as though everybody just peeps in there and looks at you. As I said, I am not a shy 
person, but this was so degrading for me.” Her experience of humiliation was shared by 
another female participant saying: “It is not a very dignifying experience …” Another 
participant mirrored these two comments saying: “…I had to stand in the corner of the 
operating room and get undressed; I then had to walk across the theatre room naked to 
the table, with three men in the room. They didn’t even give me a gown to put on…” 
     Finally, Kirkman (2001) concluded in his study that was based on in-depth interviews 
with women undergoing infertility treatment that they must deal not only with the blow 
inflicted by infertility to the sense of self, but also with the difficulties of presenting a 
simple and coherent life story in the social world. This section has looked at infertility 
and self-esteem. The section that follows will look more closely at infertility and coping. 
 
          4.5 Infertility and Coping 
     Hobfall (2001) defined an event as being demanding, based on whether the person’s 
coping ability is adequate to meet the demand. This model implies that the most effective 
units for understanding the relationship between stress and coping are through resources. 
According to Monat and Lazarus (1977) coping refers to efforts to master conditions of 
harm, threat, or challenge – when a routine or automatic response is not readily available.      
     Lee, Sun, Chao and Chen (2000) investigated the coping mechanisms in individuals 
undergoing infertility treatment, and found that the strategies most commonly used by 
individuals to cope with infertility include: seeking social support, self-blame, and 
avoidance, informational/emotional support-seeking, and cognitive restructuring. The use 
of self-blame and avoidance were most highly correlated with psychological distress. 
     Lazarus and Folkman (1984), as cited in Daniluk and Tench (2007), have done 
extensive research on how individuals cope with the stresses of infertility. Lazarus and 
Folkman, according to Daniluk and Tench (2007), have classified coping strategies into 
two main types: problem-focused coping and emotion-focused coping. Problem-focused 
 92
coping can be defined as instrumental behaviour that is intended to change the situation, 
and includes information seeking and direct action. Problem-focused coping is used when 
the individual perceives that direct effort might change a situation. Emotion-focused 
coping, on the other hand, is aimed at reducing emotional distress; and it includes 
inhibiting action and engaging in such intrapsychic behaviours as denial or wishful 
thinking. Emotion-focused coping is intended to regulate an individual’s emotional 
response to a problem; and it is often used when it is perceived that nothing can be done 
to change a difficult situation. Lazarus and Folkman suggest that individuals who cope 
effectively would be able to use both direct action and palliative coping methods. The use 
of these two coping methods has been identified as a potentially salient strategy variable 
in adapting to a crisis, such as infertility.  
     In a study done on women and coping by Benyamini et al. (2008), they found that 
emotion-focused coping strategies, such as avoidance in the context of infertility 
treatment manifests in maladaptive behavioural strategies, such as self-neglect and social 
withdrawal. According Benyamini et al., positive emotions may result from effective 
coping, such as investing in a variety of life goals, which provide the emotional resources 
needed for a variety of life goals, which provides the emotional resources needed for 
maintaining active hope; and conversely, they may enable more effective coping. 
     Additionally, Davis and Dearman (1991) conducted research involving 30 infertile 
women; and they found that six primary coping responses were observed: (a) Distancing 
from reminders of infertility; (b) instituting measures for regaining control; (c) engaging 
in actions to increase their self-esteem in other realms; (d) searching for the hidden 
meaning in infertility; (e) giving into feelings; and (f) sharing the burden with others. 
Typically, more women than men tend to seek the advice, support and reassurance of 
others.     
     In a study by Ferreira (2005), couples identified four major needs they felt that they 
lacked during their experiences of treatment – in order to help them cope better. These 
included the need for: (1) Support from professionals in the field, as well as from friends 
and family; (2) information and knowledge on the treatment and the medical procedures; 
(3) a strong spiritual base; and (4) stress-management techniques.      
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     According to Katz (2008), it is imperative for individuals, couples, or group 
psychotherapy, in combination with relaxation techniques and physiological restorative 
processes, such as diet and exercise, to disengage psychological stress, and to regain a 
sense of balance and control in the individual’s or couple’s daily life.      
     As seen from this section, men and women seem to have different styles of coping 
with infertility and its treatment; and thus, the next section will briefly look at infertility 
and gender.     
 
          4.6 Infertility and Gender 
     Research has generally, but not universally, reported that men and women respond 
differently to the stresses of infertility, with men demonstrating less response on various 
indices of emotional disturbance. Some have suggested that men experience greater 
distress, but only when the identifiable cause of failure to conceive lies in a problem with 
sperm production or other male factors (Rajvir Dhillon, Cumming, & Cumming, 1999).  
     As mentioned earlier, infertility is far from being merely a female concern; and it 
affects both members of the couple. However, research suggests that it is usually the 
woman who experiences the greatest distress, and is most affected by the inability to 
conceive a child (Anderson, Sharpe, Rattray, & Irvine, 2003; Ferreira, 2005). Anderson, 
Sharpe, Rattray and Irvine found that women reported more significant infertility-related 
concerns in life.  
     Dooley (2006) found that wives experience infertility as a devastating experience, 
while most husbands view the diagnosis of infertility as disappointing. Greil et al. (1988) 
also mentions that husbands see infertility as an “unfortunate situation that is to be put 
into perspective, and then ignored” (p.184). According to Clements (2004), it is not as a 
result of insensitivity, or that men are taught not to show their emotions, that causes men 
to feel differently than woman about infertility. As mentioned earlier, the emotions that 
surround infertility are emotions associated with loss. For men who associate their 
primary role in life with that of working outside the home, the loss related to infertility is 
the loss of a secondary role, that of being a father. For women, on the other hand, 
infertility is the loss of a primary role, that of being a mother (Clements, 2004).  
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     Because women interpret the infertility experience as role failure, they see it as a 
challenge to their womanhood. In addition to the wives feeling demeaned as women, they 
often express a sense that they have lost control over their lives (Greer, 2007). 
     Beutel et al. (1999) did a study where they compared treatment-related stresses of 
couples undergoing in vitro fertilization (IVF) or intra-cytoplasmic sperm injection 
(ICSI) treatment to identify gender differences, as well as the risk factors for depression. 
They found that women are more distressed by Assisted Reproductive Technology 
(ART) treatment than men; while men felt more responsible for childlessness, which 
caused a significant reduction in their life-satisfaction.  
     Peterson, Newton, Rosen and Schulman (2006) found that the expectation to be a 
father was not as important a part of the male identity, as the expectation to be a mother 
was of female identity. Many husbands were upset, not by the experience of infertility 
itself, but by its effect on their wives – and on their relationship with their wives.  
     Daniluk’s (2001) study showed that because of the different perspectives held by 
husbands and wives, the relationship of these couples was often characterized by 
frustration and a lack of communication. Wives expressed annoyance because they felt 
their husbands were unwilling to participate in infertility-related treatments. This resulted 
in the wives reaching out for greater intimacy and support, which their husbands 
frequently resisted. 
     Research conducted by Anderson, Sharpe, Rattray and Irvine (2003) found that 
infertility is linked to a dramatic change in women’s social relationships, compared with 
the relatively minor changes in the social relationships of men. As a result, women 
experiencing infertility often feel a sense of isolation and alienation from female friends 
and family (Daniluk, 1997). Another reason for breakdown in communication is when the 
wife or husband wishes to discuss alternatives to biological children; or if one of the 
partners is unwilling to view infertility as a shared problem to be discussed together. Men 
tend to be more optimistic about a pregnancy; and are therefore, less willing to 
communicate about the infertility because they see it as belabouring the point (Cooper-
Hilbert, 1998).   
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     Finally, in a study done by Ferreira (2005), where couples were interviewed on their 
experiences of infertility treatment, it emerged clearly that males and females perceive 
infertility treatment very differently. Some of the male and female perceptions included: 
 
     Male perceptions 
“I would like to point out that the woman is the person who goes through most of the 
traumatic experiences. Men actually go through very, very little.” 
“I (husband) get over negative results easier than she does.” 
“Men are not so focused on children…our issue is what we keep ourselves busy 
with…But on the other hand, women would come over with their babies and all they 
would talk about is babies, babies, and babies.” 
 
     Female perceptions 
“I must say it does feel that you, as a woman, go through the process alone.” 
“My husband wants a 5-year old to play with; I want a baby [that] I can hold.” 
 
     It is evident from these quotes, as given by patients that a very different perspective 
exists between males and females when a diagnosis of infertility is made. Because there 
seems to be a discrepancy in the means and actions used by the respective genders to 
overcome infertility treatment, the impact of infertility treatment on the marital 
relationship will be discussed in the following section. 
      
 
 
 
 
 
 
 
 
 
 96
          4.7 The Impact of Infertility Treatment on the Marital Relationship 
     According to Hoggart (1992:193), marriage is a socially recognized relationship 
between a man and a woman, which accords status to their offspring. Britton (1995) 
states:  
“Marriage”, whether celebrated or uncelebrated, socially contracted 
or uncontracted, or simply conspicuous by its absence, remains at the 
centre of “family life”. I think it does so because the idea of a couple 
coming together to produce a child is central in our psychic life, 
whether we aspire to it, object to it, realize we are produced by it, 
deny it, relish it, or hate it” (p.xi).  
     Numerous studies done in western countries indicate that infertility is a couple-level 
stressor; and this is why the symptoms of depression are more highly associated with 
sexual, social and relationship stress than the need for parenthood (Peterson, Newton, & 
Rosen, 2003). As discussed above, several authors are of the opinion that the diagnosis of 
infertility affects the marital relationship (Cooper-Hilbert, 1998; Daniluk & Tench, 2007; 
Davies, Overton, & Webber, 2009; Dooley, 2006; Heller, 2004).  
     Even though all marriages have distinguishing aspects, and are essentially unique, 
Cooper-Hilbert (1998) reckons that all lasting relationships go through the same, 
predictable and sequential phases, and require the completion of common relationship 
tasks. According to Cooper-Hilbert, the ten stages in the developmental cycle of couples 
undergoing infertility treatment are: (a) Expansion and Promise; (b) Contracting and 
Betrayal; (c) Resolution; (d) Defining Territoriality; (e) Issues of Attachment; (f) 
Ranking order; (g) Mating and Marriage; (h) Expansion; (i) Contracting; and (j) the Post-
parental stage. According to Cooper-Hilbert, each stage of the developmental cycle has to 
be mastered if the relationship is to be successful, and not end in divorce or separation. 
     Table 1 outlines the stages of a couple’s developmental cycle, as described by Cooper-
Hilbert (1998). 
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Table 1 
The Couple's Developmental Cycle 
 
(Cooper-Hilbert, 1998, p.29) 
 
 
STUDY 
 
 
STAGE 
 
TASKS / ISSUES 
 
Dym & Glenn 
(1993)  
 
 
 
 
 
 
 
 
 
Heiman, 
Epps & Ellis 
(1995) 
 
 
 
 
 
 
Nichols 
(1988) 
 
1.    Expansion  and promise 
 
 
2.    Contraction and betrayal 
 
 
 
3.    Resolution 
 
 
 
4.    Defining territoriality 
 
 
5.    Issues of attachment 
 
 
6.    Ranking order 
 
 
7.    Mating and marriage 
 
 
 
 
 
8.    Expansion 
 
 
 
 
 
9.    Contraction 
 
 
 
 
10.   Post-parental  
Connect;  become vulnerable 
 
 
Struggle with disillusionment;   
face the realities of partner 
 
 
Arrive at a comfortable balance of 
closeness/distance 
 
 
Rights of ownership 
 
 
Intimacy, affection, intensity 
 
 
Status, dominance, power 
 
 
Establish marital boundary;  separate 
from families of origin;  establish 
communication, conflict management, 
and sexual relationship 
 
 
Adjust to becoming a nuclear family;  
learn to fulfil parental roles as 
individual and couple;  redefine 
relationships with families of origin. 
 
 
Rework expectations of couple 
relationship;  let go of children;  deal 
with empty nest. 
 
 
Find meaning and satisfaction in the 
context of declining abilities; realign 
relationships with all generations. 
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     According to Cooper-Hilbert (1998), marital milestones create a deeper bonding in the 
relationship; and they can also increase relationship skills. The development of a 
relationship involves a progression through successive stages. Each of these stages 
represents a transformation of an earlier stage into a more complex one. The growth 
process, therefore, is one of transformation – for both the couple and the individuals 
within the couple system. Failure to negotiate a stage almost always becomes a source of 
conflict in the relationship, which disrupts the couple’s growth and their development. 
     In stage seven, Mating and Marriage, marital boundaries are established by defining a 
couple’s identity. It is in this stage that the couple accomplishes tasks, such as 
establishing communication, managing conflict, and establishing a sexual relationship. 
When a couple is faced with infertility, the couple’s lifecycle is delayed in stage seven, as 
being a mother or a father is a married couple’s primary source of self-identity (Cooper-
Hilbert, 1998). Culture and society also places great emphasis on the importance of 
having children; and the couple feel as if they are being punished by, not only infertility, 
but society as well (Davies, Webber, & Overton, 2009; Kruger, 2006).  
     According to the American Society for Reproductive Medicine (2004), the 
communication pattern and sexual relationship of a couple is affected most by a diagnosis 
of infertility, and by the infertility treatment itself. Communication is also hampered, as 
spouses often find themselves at different stages in the grieving process (Schmidt, 
Tjornhoj-Thomsen, Boivin, & Nyboe Andersen, 2005).  
     The majority of couples find that the diagnosis of infertility imposes a great strain on 
the marriage (Cooper-Hilbert, 1998; Dooley, 2006; Shapiro, 1998). One of the sources of 
this stress and strain on the marriage is that the couple does not usually enter the crisis at 
the same time. This can lead the dysfunctional partner to believe that the other could not 
understand how he or she is feeling (Heller, 2004).  
     An additional source of stress on the marital relationship is the finding that males and 
females interpret and react to infertility in different ways. Because husbands and wives 
experience infertility differently, they are puzzled as to how to help and support one 
another (Cooper-Hilbert, 1998). According to Cooper-Hilbert, communication is also 
hampered because every discussion the couple has turns into a discussion of the next 
medical procedure, or how to co-ordinate the next doctor visit or treatment regimen. 
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McEwan and colleagues (cited in Cooper-Hilbert, 1998), found that women who had a 
confiding relationship with their spouse showed better adjustment in other areas of their 
lives. On the other hand, Cooper-Hilbert stated that when the marital partner is the 
primary confidant/e, an enormous burden is placed on the marital relationship. The stress 
is often exacerbated if a couple tries to conceive a child soon after marriage, as the 
diagnosis and treatment of infertility may represent the first crisis of the marriage. 
According to Shapiro (1998), the crisis presents an emotional challenge, namely the 
ability to learn how to comfort each other, and to express their need for emotional support 
at a time when both partners are also preoccupied with their individual emotional needs. 
     Because the nature, assessment and treatment of infertility closely involves a couple’s 
sexual relationship, this is one area most commonly affected by infertility (Ferreira, 2005; 
P.E. Infertility and Wellness Clinic, 2004). According to Cooper-Hilbert (1998), most 
aspects of intimacy are hampered by the infertility experience. The medical investigations 
greatly influence the sexual relationship – causing men and women to view sex in a 
mechanical light. When one first has sex for conception, it is viewed as a loving act, 
exciting, and as creating another human being. Suddenly, with the diagnosis of infertility, 
men have to ‘perform’ because, for example, it is at the right point of the woman’s cycle 
(Pfeffer & Woollett 1983). This results in any act of lovemaking becoming sex for 
procreation; it also becomes sex on demand. The sexual and emotional closeness the 
couple shared in their bedroom has now almost reached aversive proportions (Cooper-
Hilbert, 1998). 
     Ferreira (2005) found in her study that the majority of participants felt that their sex 
life was influenced negatively. One participant felt that treatment made sex mechanical 
saying: “…the process can make your sex life very mechanical because you are working 
on a sort of schedule.” Another participant agreed that sex was made an unpleasant 
experience, saying that: “Sex, which is something a person must enjoy becomes a job, an 
absolute work.” Other couples also felt that the joys linked to a sexual relationship get 
cut off completely. Participants included further comments like: “You get four days a 
month in which you can have sex, so your sex life gets cut off completely”; and: “It takes 
the spark away.” 
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     Acceptance of childlessness is associated with increased marital adjustment in men, 
but greater distress in women (Burns, cited in Cooper-Hilbert, 1998). According to 
Cooper-Hilbert, a husband and wife’s different socialization experiences, their different 
ways of coping with problems, and their individual responses to infertility, all play a role 
in how a couple would ultimately resolve their infertility crisis. 
     However, some couples, found that having to deal with the problems of infertility 
strengthened their marital bond. These couples saw infertility as a mutual problem; they 
could openly express their feelings to one another, and were empathic, caring and 
supportive of one another (Ferreira, 2005). Two couples in Ferreira’s study commented 
on how treatment caused mutual respect to grow between them; one saying: “I think we 
have more respect for each other now. After everything I think my husband has respect 
for everything I went through with treatment. I have more respect for him because he had 
a real understanding and caring attitude, which he never showed before.” The second 
participant confirmed this by saying: “I think mutual respect grew a lot.” 
     It is understandable that when two individuals marry, their maturation processes 
combine to create a complex sequence of developmental stages that parallel the stages of 
individual growth and development. Fisher (2005) noted that it is important to keep in 
mind that marriage must recognise and make room for the awakening to the reality that, 
although two may think the same thoughts, breathing in unison, they are – and will 
remain – two separate human beings. Even as the marital life cycle comes to a close, new 
relationships evolve, and ultimately generate new life (Cooper-Hilbert, 1998). The cycle 
of life is a continuous process – that is, unless the couple encounter a glitch, such as the 
crisis of infertility. 
 
4.7.1 The Multi-layered Complexity of the ‘Couple as Patient’ 
     Fisher, in his book the ‘Uninvited Guest’, explains that the association of marriage 
suggests a relationship in which both members feel that there is something of value, 
worth preserving and protecting. The nature and meaning of this association, the kind of 
enrichment created by ‘being a couple’, and the protection or not of these values – 
children, home, affects – cover the whole area of internal object relations, and lead us 
very naturally into an understanding of the individual character, and of the importance of 
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destructive impulses towards primary internal objects if looked at from an object-relating 
point of view (Fisher, 2005).  
     Fisher (2005) further described the experience of couples in therapy as a process of 
‘emerging from narcissism towards marriage’. By marriage, he means to emphasize the 
passion for and dependence on the intimate other; while by narcissism, on the other hand, 
he does not mean a preoccupation with the self, a kind of self-love, but rather, a kind of 
object-relating, in which there is an intolerance for the reality, the independent existence 
of the other. Narcissism in this sense is in fact a longing for another, but importantly a 
longing for another who is perfectly attuned and responsive, and thus not a genuine 
another at all (Fisher, 2005). Thus an understanding of narcissism can be defined not as a 
preoccupation and investment in the self, as opposed to others, but as states of mind in 
which the reality of the other is attacked, undermined, and denied. Adapting Bion’s 
notation, as cited in Fisher (2005), we could then picture ‘narcissism – marriage’ as a 
fundamental human tension. 
     In the case of working with couples, the therapist can be seen as the ‘Uninvited Guest’ 
who takes on the role of someone who is both an ambiguous player in the ‘drama of the 
couple’, and yet stands in a unique position, as one who is neither entirely welcome nor 
invited. This equivocal ‘insider’ appears to choreograph what happens, making it possible 
for the other participants (the couple) to see what they might otherwise never see. The 
unidentified guest might also be seen not only as the therapist, but also as the researcher, 
the group presenter/facilitator, or in the case of this study, even the crisis of infertility that 
the couples in the group are experiencing. The uninvited guest lights a candle or two, in 
the hope that it might lead the couple to some illumination of a profoundly complex, even 
mystical process in the therapy, or the group experience they are in as couple (Fisher, 
2005). 
     Re-marriage can be seen as a way of picturing the process of psychoanalytic therapy 
with couples. This is not some socio-legal notion of marriage, but rather the thought that 
couples who engage in the psychoanalytical process as a couple are in the nature of 
things in some important psychological sense married. In that sense, what they seek in 
therapy is to find out whether re-marriage is possible, or even desirable, and what it 
might entail (Fisher, 2005). In the picture portrayed of the centrality of marriage, Fisher 
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means to suggest that marriage, in the sense of a capacity for what we in our 
psychoanalytical language term object-relating, is not a once-and-for-all achievement. As 
with Bion’s description of the oscillation between paranoid-schizoid and depressive 
positions, we can imagine a similar oscillation between narcissistic and object-relating 
states of mind. However, more than states of mind, these are alternating states of self.  
     In this emphasis on marriage, it is not suggested that the aim of psychoanalytical 
marital psychotherapy is literally the re-marriage of the couples who come to therapy. It 
is more subtle and complex than that. It is the characterization of a process, in which 
there is the possibility of emergence from narcissism towards a genuine relating in the 
therapy relationship. It is also important to keep in mind that couples come to us for 
therapy because, to some extent, there is a ‘missing link’ – call it a dead or exiled child 
(Fisher, 2005).     
 
  4.7.2 That Which the Couple Bring to the Therapy 
     Grotjahn’s (1965) paraphrase is worth repeating for the sense of dread it conveys: 
“Once (Freud) said: If you combine the resistance of your patient with the resistance of 
your patient’s husband (or wife), you are lost; don’t do it.” Whatever the anxieties of the 
therapist or researcher when entering into a therapeutic relationship with the couple, the 
patient’s fear that talking about one’s most intimate, spontaneous wishes, fears, and 
nightmares, and examining one’s most confused, irrational, or unrestrained thoughts, 
must be taken into serious consideration by the researcher or therapist.  
     It is also important to remember that the sharing of these innermost feelings and 
wishes might affect the other person in unpredictable and potentially harmful ways 
(Fisher, 2005). On the other hand, if each individual in the partnership coming to therapy 
has to censor what is said, how could the analytical process proceed? How could the 
underlying tensions be examined and understood? The aim of the structure of the 
therapeutic relationship is to make it possible for an individual to be open and honest in 
communicating with his or her therapist.  
     Couples seeking therapy may quite appropriately be very anxious about seeking 
therapy as a couple, even when the couple relationship is the focus of what brings them to 
therapy, because of the effect that they fear their candour could have on the other, or on 
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themselves (Fisher, 2005). When entering therapy, the couple relationship can become, or 
inevitably does become, a setting of intense emotions, in which truth itself becomes 
precarious. Important issues cluster around the theme of truth, and particularly in terms of 
the issues that emerges when we try to think about truth and truthfulness in the couple 
relationship. Couples might think that they enter psychological intervention only seeking 
an evacuation of strange, unnerving emotions, wanting to relieve themselves, to relieve 
their mind of what they have been concealing.  
     However, when the researcher or therapist takes them seriously, or patients feel 
‘heard’, they are taken aback realizing that they might have been more candid here than 
their conventional selves could allow, and that suggests that the Unidentified Guest 
(researcher, therapist, facilitator) has touched a chord with their ‘speculations’ (Fisher, 
2005). Here, the Unidentified Guest takes on another realm when faced with an 
unexpected loss, such as infertility (the loss of a child) can even be compared to the ‘loss 
of personality’ of the couple. It is that state of existing, in which one has lost touch with 
the person you thought you were (Fisher, 2005). 
     Fisher (2005) suggest that a psychoanalytical understanding – both of therapy and of 
relationships – particularly following the contribution of Wilfred Bion, gives centre place 
in the developmental process to the capacity to acknowledge and think about the truth, 
the reality, of one’s experience. This insight, however, tends to get lost in the intense 
conflicts of the couple’s relationship. And yet, the quest for truth and the capacity to be 
true lies at the heart of the therapeutic enterprise, as it is the key to the developmental 
process (Fisher, 2005). 
     One of the most fundamental principles of a psychoanalytical approach to this work is 
that, insofar as is humanly possible, action is ruled out, as each partner, patient and 
therapist, and analyst, seeks to communicate with each other. Of course, we might say as 
therapists, we do want to do something for those who turn to us for help, and in the 
process do something to them. It is important to emphasise the dangers of wanting to do 
something to someone, as any such motivation carries with it a significant risk of an 
appeal to our omnipotent phantasies as a therapist. Of course, the couple’s wish for help 
can sometimes result in a projective process, in which an omnipotent self is projected by 
the couple into the therapist, so that the therapist is then experienced as a ‘magical 
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healer’, able somehow to produce a solution to their unhappiness. Surely, it is vital that 
we do not join in the couple’s conscious fantasies about our omnipotence, and that we 
monitor as closely as we can our unconscious tendencies to join in with their unconscious 
phantasies (Caper, 1992). 
 
          4.8 Infertility, Psychological Intervention and Psychological Counselling 
     Limited published data are available on the uptake of infertility counselling; 
specifically, the percentage of patients who are offered, and then accept, counselling 
(Boivin, 2003). Furthermore, most of these studies originate from studies on patients 
attending a single infertility centre. Indeed, despite the prevailing belief that counselling 
is useful in the management of infertility problems, relatively few studies have evaluated 
the effectiveness of such psychosocial interventions (Boivin, 2003). 
     According to Boivin and Kentenich (2002), 20% of all couples experience infertility 
treatment as so stressful that they require psychological counselling. Counselling has 
been shown to have positive effects on outcomes, in particular, in the alleviation of the 
feelings of depression and anxiety associated with infertility (Domar et al., 2000). 
Furthermore, studies done by Boivin (2003) have revealed that men and women benefit 
equally from psychological counselling, while undergoing infertility treatment. 
     In a study done by Greil and McQuillan (2004) on 580 women struggling with fertility 
problems, it was found that patterns of help-seeking behaviour include: discussing 
fertility problems with friends or family (66%), or with others who have experienced 
similar problems (58%), reading articles on fertility in popular magazines (60%), in 
scientific journals (50%), or reading a book about fertility (42%). Fewer women looked 
for information on the internet (24%). Only 8% of the women consulted a psychologist or 
other mental health professional on their fertility. 
     Another study done on women, attending a fertility clinic, by Souter et al. (1998) 
concluded that only 33% of the 806 women had received any written information from 
their clinic; while 78% of these 806 women would have liked more information. 
According to Wischmann (2007), patients who were more knowledgeable about their 
surgery had fewer worries before medical investigations, faster post-operative recovery, 
and communicated more readily. 
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     In the modern day, we tend to rely on the internet as our main source of information 
gathering. It is important to note that Epstein et al. (2002) found that patients using the 
internet as the only outlet for talking about infertility were more depressed and isolated 
than patients who had some face-to-face support. Lemmens et al. (2004) conducted a 
study in which 39 women and 25 men attended a group led by two mental health 
professionals. At the group’s exit all the participants showed significant decreases on 
scales measuring depression, anxiety, and also in avoidant-coping style; while the control 
group of patients’ scores remained unchanged. Furthermore, the participants of 
professionally facilitated support groups reported that the common experience and the 
exchange or sharing with other infertile people were the main benefits of the group 
intervention (Lemmens et al., 2004; McNaughton et al., 2000).  
     Most participants, especially the men in the study, felt the groups attended were 
beneficial, as a result of the practical information and advice they had received (Boivin, 
2003). Wischmann (2007) in his study, tried to answer the question: “Why are infertile 
patients not using psychosocial counselling?” He interviewed gynaecologists, and found 
that 50% of them considered psychological counselling as necessary, when medical 
treatment fails; while only 38% of them felt it was appropriate to offer counselling at the 
outset of fertility treatment. In contrast to this, only 24% of the patients on infertility 
treatment wanted counselling, when the treatment was unsuccessful; while 32% thought 
counselling would have benefited them at the start of the treatment procedures.  
     Lastly, in a study on 1366 women attending infertility clinics, 57% of the respondents 
said they would take up infertility counselling if it was offered to them, but it was 
actually only offered to 14% of the patients (Emery et al., 2003). If this counselling is an 
integral part of the treatment, and its goals and course are made transparent before it 
starts, Emery et al., are of the opinion that acceptance rates of up to 80% can be reached. 
Below is a Table 2 which indicates the advantages and disadvantages of different 
psychological interventions in infertility treatment, as described by Wischmann (2007). 
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Table 2 
Psychological Interventions in Infertility: Advantages and Disadvantages 
 
Intervention type Advantages Disadvantages 
Booklets  Widely accepted 
 Helpful for giving 
procedural 
information 
 Insufficient for 
emotional matters 
Multi-media Products  Widely used and 
accepted 
 Effects not yet 
evaluated enough 
Internet  Fast access 
 Anonymity 
 Empowerment of 
patients 
 Info easy to update 
 Reliability of 
information (only 
2% of websites 
found to be reliable 
sources of info) 
 Effects not yet 
evaluated 
Support Group  Very effective in 
emotional matters 
 Medium threshold 
fear 
 Time and effort 
 Inconstancy of the 
groups 
Counselling / 
Psychotherapy 
 Highly effective 
 Emotional matters 
well-addressed 
 Tailored to each 
individual’s needs 
 High cost 
 Time often not 
available 
 
(Wischmann, T., 2007, p.87) 
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     A review of 25 independent evaluations of psychosocial infertility interventions 
showed that group interventions, emphasizing education and skills training, were 
significantly more effective in producing positive changes than counselling interventions 
that emphasised emotional expression and support (Boivin, 2003). 
     Terzioglu (2001) did a study in which 60 IVF couples were assigned to either an 
intervention or control group, in order to assess the effectiveness of a psychological 
intervention programme. The control subjects received routine care; while the 
intervention group received what was termed the ‘counselling service model’. In this 
model, a nurse practitioner provided detailed information about what to expect during the 
cycle. They had daily phone contact with her; she was present during the egg retrieval 
and embryo transfer; and they met with her five times for group sessions. The couples in 
the intervention group had statistically significant lower anxiety and depression scores, 
higher life satisfaction scores, and higher pregnancy rates (foetal heartbeat present) than 
the control group (43 versus 17 per cent). 
     It is unclear why a psychological intervention might have a positive impact on 
pregnancy rates in infertile women. One possibility is that psychological stress affects 
biological functions, such as immunology of the maternal-foetal interface (Domar, 2011). 
As an example, a randomized trial reported psychological distress and natural killer cell 
activity both decreased significantly in 37 women who received a five-session mind/body 
intervention; while there was no change in those who received routine care (Hosaka, et 
al., 2002). During the one-year follow-up period, 38 % of the intervention subjects 
conceived when compared with 13.5 % of the controls. 
 
          4.9 Pregnancy After Infertility Treatment 
     Patients’ infertility history has an impact on the way they live through pregnancy and 
child-rearing. Infertility creates a crisis at the individual, and at relational and social 
levels. The transition from infertile patient to pregnant patient may be influenced by the 
individual fertility history of each patient, the way they have dealt with their infertility 
problem in the past, their socio-cultural environment, and the kind of treatment they have 
had (Baetens, 2002). Infertile patients have had to go through tremendous efforts, in order 
to have a child (Dooley, 2006). The pregnancy represents an enormous investment of 
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time, emotions, energy and often money. During the treatment, patients focus on 
becoming pregnant and when pregnant, they have to deal with the possibility of 
complications and the risk of losing the pregnancy (Cooper-Hilbert, 1998; Leiblum & 
Greenfeld, 1997). This is especially problematic if they have already had some 
experience with reproductive loss. Clinical experience shows that anxiety and stress 
increase during pregnancy after infertility treatment (Baetens, 2002). 
     Two extreme reactions in relation to the pregnancy might appear in some patients. The 
first is the denial that appears in women who are not capable of developing an attachment 
to the foetus, because of the anticipation or fear of negative events during pregnancy (e.g. 
miscarriage). The second reaction includes developing an exaggerated worry about each 
‘normal’ physical event in pregnancy (Davies, Webber, & Overton, 2009). The fact that 
pregnant patients do not feel extremely happy about their pregnancy, as they feel they 
should, produces feelings of guilt and shame, which further reinforce the feelings that 
they may have developed when the infertility problem was first discovered (Dooley, 
2006). 
     Being pregnant introduces issues concerning the welfare, and especially the health, of 
the baby to be born. The patients’ inability to conceive may have already produced a lack 
of confidence in their bodies; and this might, therefore, decrease their confidence in their 
bodies’ competence during pregnancy and delivery. Higher anxiety levels during the 
pregnancy are related to the IVF mother’s concern for the wellbeing of the baby, and her 
fear of being separated from her baby after the birthing process (McMahon, Ungerer, 
Beaurepaire, Tennant, & Saunders, 1997).  
     Moreover, infertility patients have to deal with a lot of uncertainty about the quality of 
their future parent-child relationship, and the child-rearing practices (Leiblum, 1997). 
Becoming a parent has lost all its naturalness. Parents often have the feeling that they 
have to prove that they would be worthy parents. Sometimes, they even feel that they are 
not competent to be parents. Most couples overestimate their changes before treatment 
and face extreme disappointment when treatment fails (Davies, Webber, & Overton, 
2009).            
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4.10 Conclusion 
     As discussed earlier in this chapter, few studies have been conducted exploring the 
emotional experiences of couples and individuals who have undergone infertility 
treatment. More specifically, these studies have explored the distress individuals 
experience while undergoing treatment. However, this chapter has highlighted the 
growing need for research on what makes these individuals thrive and cope during this 
extremely unpredictable and sometimes painful experience.  
     According to the American Society for Reproductive Medicine (2004), mental-health 
professionals with experience in infertility treatment can help patients a great deal. Their 
primary goal is to help individuals and couples learn how to cope with the physical and 
emotional changes associated with infertility, as well as with the medical treatments that 
can be painful and intrusive (Davies, Webber, & Overton, 2009; Dooley, 2006; Ferreira, 
2005). For some, the focus may be on how to deal with a partner’s response. For others, it 
could be on how to choose the right medical treatment, or how to begin exploring other 
family-building options. For still others, it may be on how to control stress, anxiety, or 
depression. By teaching patients problem-solving strategies in a supportive environment, 
mental-health professionals help people work through their grief, fear, and other 
emotions, so that they can find some resolution of their infertility problem (American 
Society for Reproductive Medicine, 2004).  
     With the right psychological intervention, a patient can be assisted to sort out feelings, 
strengthen any already-present coping skills, and develop new ones, and communicate 
with others more clearly (Cooper-Hilbert, 1998; Dooley, 2006). In combination with the 
appropriate psychological assistance, the life crisis of infertility can eventually prove to 
be an opportunity for life-enhancing personal and marital growth; and this is what the 
researcher is aiming to accomplish through this study.  
     This study has focused thus far on the participants’ perceived experiences of infertility 
treatment, looking more specifically at the influence it has on the two constructs of self-
esteem and coping. From an in-depth research perspective, it is evident that the 
psychological impact of infertility challenges more than the mere coping of the 
individual; it also affects one’s emotional responses (e.g., feelings of depression and 
anxiety) and self-esteem (Cooper-Hillbert, 1998), the sense of identity and wellbeing 
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(Helman, 2001; Doyal, 1995). It is with this in mind, that self-esteem was chosen as a 
construct for this study. Self-esteem and the related literature will be presented in the 
following chapter.  
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CHAPTER 5 
 
 
SELF-ESTEEM 
 
“For as he thinks in his heart, so is he.” 
(Proverbs 23: 7, New International Version) 
 
5.0 Introduction 
     For those couples who are diagnosed with infertility, the diagnosis brings with it a 
whole range of new challenges. Patients must not only confront the physical aspects of 
infertility, but also the psychological and social impact that accompanies this condition. 
A crisis, such as this one, is often a turning point in the life of an individual, as well as for 
the couple (Ferreira, 2005). The stress of dealing with a condition, such as infertility, 
brings with it prolonged uncertainty, as well as intense personal strain, and can have a 
profound and lasting impact on an individual’s perceived self-esteem, as well as his/her 
ability to cope (Ferreira, 2005).   
     After an extensive literature review, the researcher felt it necessary to address the 
areas of self-esteem and coping in infertility patients. While this study did not aim to 
measure self-esteem, stress and the coping ability of infertile patients, it did hope to give 
information on these constructs during the implementation of a psychological 
intervention programme on patients undergoing infertility treatment. It is with this in 
mind that this chapter will review the concept of self-esteem.   
     One of the basic and most important of people’s reactions when they come in contact 
with the outside world is that of evaluation (Tesser, 2003). People evaluate not only their 
environment; they also evaluate themselves – to gain a perception of their own worth 
(self-esteem) (Harter, 1990). How much control are they able to exercise over their own 
affairs (Rotter, 1966); and what the value of life and their personal vulnerability is? 
(Watson, 2000). Individuals also form perceptions of their own capacity to accomplish 
goals, and to overcome obstacles; and these are called self-efficacy perceptions (Bandura, 
2002).  
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     Self-esteem is a broad, general concept used widely in everyday language, and in 
psychology, which embraces perceptions of various aspects of being human (Judge, 
Bono, & Locke, 2000; Judge, Erez, Bono, & Thoresen, 2003). Thus, it has become a 
protean concept – so capable of changing form that its value is at risk of being diluted 
(Brown, 1998). Although self-esteem, self-efficacy and self-concept all constitute a 
specific case of self-evaluation (Judge, Erez, Bono, & Thoresen, 2003), and it is 
theoretically and analytically possible to distinguish these constructs, they cannot actually 
be differentiated. Thus, for the purposes of this study, the terms self-esteem, self-efficacy, 
self-concept and self-evaluation will be used interchangeably. 
     In this chapter self-esteem will be defined; and the researcher will also look at theories 
related to self-esteem and domains of self-esteem. Finally, this chapter will discuss the 
relevant research on self-esteem – specifically, as it is related to patients undergoing 
infertility treatment.   
 
 5.1 Towards Defining Self-Esteem 
     Sundra Flansburg (1993) clearly stated that there is no clear definition between self-
esteem and a number of factors making up this complex concept. Indeed, there are 
varying opinions from learned theorists. According to Dr Morris Rosenberg (1986), self-
esteem is the sum of the individual’s thoughts and feelings with reference to himself as 
an object. Feldman and Elliot (1990), however, proposed that self-esteem is in fact a 
barometer of how successful one is socially. Gardner (1992) defined self-esteem as the 
sense of contentment and self-acceptance that stems from an individual’s appraisal of his 
own worth, significance, attractiveness, competence, and ability to satisfy his aspirations. 
While Guindon (2002), defined self-esteem as the attitudinal, evaluative component of 
the self, and the affective judgments placed on the self-concept.  
     Alternatively, William James’ writings in the late 1800s postulated that self-esteem 
could be defined as the relationship between a person’s real self and his or her ideal self. 
James speaks of self-esteem as the ratio of an individual’s success in his or her 
pretensions. To the extent that the real self fails to meet the standards of the ideal self, a 
person would experience low self-esteem (Hannover, Birkner, & Pohlmann, 2006; 
Harter, 1999; Pope et al., 1989). This is in line with the thinking of Carl Rogers, who 
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made significant contributions to the understanding of the ideal self and the real self 
(Mearns & Thorne, 1988). Carl Rogers’ (1951) theory will be discussed in more depth 
later in this chapter.  
     It thus appears that self-esteem is based on the formation of the self-concept, where 
the self-concept speaks of who you are (the real self); and self-esteem is how you feel 
about who you are. It is an evaluative term that reflects a person’s perceptions of his or 
her personal abilities and characteristics (Fetro, 1992).  
     Having reflected on these various views, Howcroft (1991) concluded that precise 
definitions of self-esteem, and a clear idea of the mechanisms that connect it to self-
directed action, should exist. He referred to Coopersmith’s (1967) definition, where self-
esteem is viewed as an attitude: “By self-esteem, we refer to the evaluation, which the 
individual makes and customarily maintains with regard to himself or herself; it expresses 
an attitude of approval or disapproval; and it indicates the extent to which the individual 
believes himself or herself to be capable, significant, successful, and worthy.” (p.4-5).  
     In short, self-esteem is a personal judgement of worthiness that is expressed in the 
attitudes the individual holds towards himself or herself. It is a subjective experience, 
which the individual conveys to others by verbal reports and other overt expressive 
behaviour. It is, therefore, evident that the consensus is that self-esteem is essentially a 
subjective evaluation of oneself.  
     James Battle (1981) contributed greatly to the understanding of the world of patients 
undergoing infertility treatment and self-esteem. He put forward valuable literature and 
measures in this regard. As his measure was selected for the present research, his 
perceptions of self-esteem will be utilized. According to James, self-esteem correlates 
with how well the person performs on important attributes, such as having children, in 
comparison with his or her peers. Self-esteem is also associated with personal 
satisfaction, as well as effective functioning. James Battle’s (1981) definition of self-
esteem (on which he built his well-acclaimed measure) is “the perception that the 
individual possesses of his or her own worth” (p.14).  
     He goes on to say that the individual’s perception of self gradually develops and 
becomes more distinct with maturity, and in the process relating to significant others. 
Once the individual’s perception of self-worth is established, it tends to be fairly stable 
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and resistant to change. Therefore, a high level of self-esteem promotes a confidence that 
one is fundamentally good, capable and worthy; however, a low level of self-esteem 
causes the individual to see himself or herself as useless, inept and unworthy (Baron & 
Byrne, 1997). However in contrast, Lerner and Spanier (1980) found that the self-concept 
is related to attitudes about one’s body; and that the more attractive or effective 
individuals believe their bodies to be, the more positive their self-esteem. This might be a 
very important hypothesis to keep in mind for the purposes of this study. Furthermore, for 
the purposes of this study, Battle’s (1981) definition of self-esteem, as described in the 
section above, will be utilized. The next section will look more closely at developmental 
models of self-esteem. 
 
 5.2 Models of Self-Esteem Development 
     Three core models of self-esteem development were identified by Brown (1998): the 
sociological model, the cognitive model and the affective model. For the purposes of this 
study, we will only look at the sociological and cognitive model more closely as they are 
most in keeping with the present study. A more detailed discussion of these two models 
follows: 
 
  5.2.1 The Sociological Model 
     Sociological models provide another perspective on the nature-nurture origins of self-
esteem. Building on the model of the ‘looking-glass self’ (Cooley, 1902) and Mead’s 
(1934) ideas about perspective taking, and the generalized other, sociological models 
assume that self-esteem is influenced by societal factors (Brown, 1998). High levels of 
self-esteem, according to Brown (1998), are prevalent in individuals who think they are 
highly regarded and valued by society. It would also appear that from a sociological 
perspective, prestige, income, education and societal status are assumed to influence an 
individual’s self-esteem (Brown, 1998). 
     Evidence supporting the above association is very weak, as Rosenberg (1979 in 
Brown, 1998) states: “members of stigmatized and minority groups sometimes report 
higher levels of self-esteem than those who are more privileged.” (p.205). A second 
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criticism negating this model is based on the fact that people do not passively register and 
incorporate society’s views of themselves, or their personal identity (Brown, 1998). 
 
  5.2.2 The Cognitive Model 
     Cognitive models of self-esteem formation assume that self-esteem is the aggregate of 
the way people evaluate their specific qualities and attributes. This model assumes that 
self-esteem develops from a rational process. According to Brown (1998), individuals 
survey their various qualities; and they somehow integrate these perceptions into an 
overall feeling of self-regard. These perceptions are summoned or weighted by their 
importance. Another assumption of the cognitive model is that self-esteem depends on 
whether an individual’s current self-image matches his/her ideal self (Brown, 1998). 
     “Although self-esteem is strongly related to what people think they are like, it is 
virtually unrelated to what people are really like” (Brown, 1998, p.225). Although 
cognitive models of self-esteem dominate social psychological thinking, the notion that 
individuals’ feelings towards themselves are dependent on how they evaluate their 
various qualities has not been definitively established (Brown, 1998). A criticism of the 
cognitive model is that it paints too rational a portrait of self-esteem formation and 
functioning. Theories of the development of self-esteem will be discussed in the section 
that follows. 
   
 5.3 Theories on Self-Esteem 
     A theory suggests a means for ordering, systematizing, or integrating various findings. 
It also suggests which directions in research are most critical or potentially most fruitful. 
According to Pervin (1975), “A theory consists of a set of assumptions and concepts that 
tie together various empirical findings and suggest new relationships that should hold 
under certain defined conditions” (p.17). Thus, theories involve a systematic ordering of 
ideas and a planned approach to research; they help to pull together what we know and 
suggest, and how we discover what is yet unknown.  
     A theory of personality must conceptualise adequately the different and varied areas 
of personality functioning. Theories should be seen as unbiased, as this is and essential 
part of science; and the primary goals of science are to be factual and objectively true. 
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However, in terms of the concepts developed and the positions taken on general issues, 
the various theories express different views of man, which in turn leads to different 
modes of research.      
     The following section presents a traditional theory of self-esteem, as well as two more 
modern theories related to self-esteem. The theories are presented in chronological order. 
 
  5.3.1 The Rogerian Perspective on Self-Esteem 
     Rogers (1951) does not discuss the origins of self-esteem, but rather the conditions 
that facilitate self-acceptance. According to Rogers (1951), all people develop an image 
of themselves (self-image), which acts as a guide and maintains their adjustment to the 
external world. He believed that the self-image develops through one’s interactions with 
the environment; and that it reflects the judgments, preferences and shortcoming of a 
particular familial and social setting.  
     Self-esteem was regarded by James as the ratio of pretensions to success. Individuals 
with grandiose ambitions tend to fail – even when accumulating considerable successes. 
Their self-esteem is low because their pretensions are too ambitious to match these 
pretensions (Sassoon, 2005). Individuals then reject who they are, as there is a lack of 
congruence between the two selves put forward in Rogers’s theory. If one considers 
James’ pretensions in terms of Roger’s actual self-striving towards the ideal self, one 
should be able to see that the discrepancy between the real self and the ideal self would 
lead to low self-esteem. As discussed at the outset of this chapter, Rogers states that 
individuals with modest pretensions, however, need little success for their self-esteem to 
be high (Sassoon, 2005). Thus, according to Baldwin and Hoffmann (2002), to increase 
one’s self-esteem, one must either increase one’s success or lower one’s expectations. 
     According to this Jamesian perspective, self-esteem correlates positively with how 
well one performs and lives with the perceived societal norms and standards (March, 
1993). More specifically, this refers to the extent that the perceiver performs well (or 
poorly) on those attributes that s/he thinks are his or her immediate social network values 
(Tong, Chang, & Koo, 2007). This model also corresponds with the intuitive view that 
individuals should be more affected by what is regarded as more important to them, than 
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by that regarded as being less important. This also refers to self-evaluation, in that the 
various inputs that feed into self-evaluation are weighed differently.  
     Rogers highlighted the negative effect that an overly critical self-judgment has on an 
individual. He believed that harsh and rejecting judgments keep the individual from 
accepting himself or herself; and therefore, they cause severe suffering, which leads to an 
underlying doubt of one’s worth and competence (Coopersmith, 1981). According to 
Rogers (1951), an environment that is unconditional and permits freedom of expression 
of ideas and feelings should enable individuals to know and to accept themselves. 
 
  5.3.2 Harter’s Theory of Competence Motivation 
     In Harter’s theory of competence motivation, patterned after White’s (1959) theory of 
effectance motivation, Harter (1978) proposed that people strive for competence in most 
areas of their lives. In order to satisfy the urge to be competent in an area, such as that of 
being a parent, a person attempts mastery or self-efficacy. The individual’s self-
perception of success at these mastery attempts gives rise to feelings of positive or 
negative self-esteem. Successful attempts at mastery give rise to increased self-esteem 
and feelings of personal competence (Potgieter, 2003). 
  
  5.3.3 Bandura’s Theory of Self-Esteem 
     Bandura (1977) defines self-efficacy as “beliefs in one’s capabilities to organize and 
execute the course of action required to produce given attainments” (p.3). Bandura (1977) 
asserts that an individual’s performance and overall sense of wellbeing would be 
predicted by the individual’s belief in his/her personal competence. Successful attempts 
at mastery give rise to high feelings of self-esteem: feelings of competence and self-
efficacy. And this also allows for an individual to reach feelings of competence in other 
areas of life (Potgieter, 2003). If a person believes that they are in control, and that they 
have the power to produce specific results, they will have increased motivation (Cox, 
2007). 
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 5.4 Levels of Self-Esteem 
     It is believed that high self-esteem is associated with numerous positive outcomes, 
such as occupational success, positive social relationships, wellbeing, positive 
perceptions of others and the world, as well as improved coping skills (Biro, Striegel-
Moore, Franko, Padgett, & Bean, 2006). According to Taylor, Peplau and Sears (2006), 
people with high self-esteem have a clear sense of what their personal qualities are. They 
think well of themselves, set appropriate goals, use feedback in a self-enhancing manner, 
savour their positive experiences, and cope more successfully with difficult situations. 
These individuals also tend to remember their daily experiences as being more 
favourable, a memory that may itself strengthen high levels of self-esteem. 
     On the other hand, people with low self-esteem have less clear conceptions, think 
poorly of themselves, often select unrealistic goals, or shy away from goals altogether. 
They tend to be pessimistic about the future, remember their past more negatively, and 
wallow in their negative moods. People with low self-esteem also tend to have more 
adverse emotional and behavioural reactions to criticism, or other kinds of personal 
negative feedback. These individuals are less likely to generate positive feedback for 
themselves; they are more concerned about their social impact on other people; and they 
are more vulnerable to depression or rumination when they encounter setbacks or stress 
(Taylor, Peplau, & Sears, 2006).  
     Low self-esteem is also associated with negative outcomes, such as poor coping skills, 
social withdrawal, and ultimately, depression (Biro, Striegel-Moore, Franko, Padgett, & 
Bean, 2006). While high self-esteem, however, has been associated with better mental 
health outcomes, such as a better ability to cope, and lower incidence of depression 
(Birndorf, Ryan, Auinger, & Aten, 2005).  
     Depression is one of the most common psychological disorders; and it is known to be 
recurrent in about 50 to 75% of individuals diagnosed with depression (American 
Psychiatric Association, 2000). Depression and low self-esteem seem to form a vicious 
cycle in fertility patients. Unhealthy relating in a social setting due to shyness with regard 
to one’s fertility diagnosis, may lead to a low level of self-esteem, which may feed 
depression. In turn, the depression leads to an increased isolation from people and 
friends, which lowers the experience of successful feelings on acceptance by society, 
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friends and family, which may perpetuate a low level of self-esteem. Because depression 
is characterized by lower levels of self-esteem, a low level of self-esteem may be an 
enduring vulnerability factor for depression. Although research has proposed that low 
self-esteem can both lead to and result in clinical depression (Kernis, 2006), empirical 
evidence suggests that unstable self-esteem - rather than a certain level of self-esteem – 
might be a more important vulnerability marker of depression (Haynes, Harris, & Carver, 
2004).  
     Kernis, Whisenhunt, Waschull, Greenier, Berry and Herlocker (1998) stated that 
people with fragile or vulnerable self-esteem have a quality that is associated with an 
unstable self-esteem. An unstable self-esteem can be defined as relatively high 
fluctuations and reactivity in self-esteem over time in reaction to daily stressors (Kernis, 
Cornell, Sun, Berry, & Harlow, 1993; Rosenberg, 1986). A cross-sectional study done by 
Franck and Raedt (2007) found that currently depressed and previously depressed 
individuals show higher self-esteem instability scores than never-depressed controls.   
     According to Davis (2001), low self-esteem has been associated with less face-to-face 
contact, and a preference for the heavier use of the Internet as a source of information 
(Armstrong, Phillips, & Saling, 2000). Joinson (2004) tested whether self-esteem 
predicted the communication preference of individuals, and found that individuals with 
low self-esteem expressed a preference for communicating through the internet and e-
mail communication, while individuals with high self-esteem preferred face-to-face 
communication. 
     According to Louw and Du Plooy-Cilliers (2003), self-esteem strongly influences 
communication. Discourse about the self is an everyday phenomenon; and 
communication researchers, sociologists, psychologists, educators and social critics have 
long regarded the issue of self and identity as paramount in explaining human behaviour 
(Grodin & Lindlof, 1996). According to Biro, Striegel-Moore, Franko, Padgett and Bean 
(2006), self-esteem can be viewed as both a trait (reflecting stability over a period of 
time), and a state (reflecting response to situations or life events). The state characteristic 
of self-esteem can also be interpreted as implying that self-esteem is context-specific. 
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 5.5 Self-Esteem and Wellbeing 
     The idea that self-esteem impacts on our wellness is not a new concept. William 
James (1892) wrote that our feeling in this world depends entirely on what we back 
ourselves to be and do. Self-esteem, also referred to as self-worth, is a significant 
predictor of outcomes during adulthood and life crises, such as fertility treatment; and it 
is regarded as an important aspect of one’s social and cognitive wellbeing (Wigfield, 
Battle, Keller, & Eccles, 2002). 
     According to Campbell (1990), self-esteem was found to be the most important 
predictor of subjective wellbeing. Positive self-esteem, according to Compton (2005), is 
associated with adaptive functioning in almost every area of life. Research found positive 
self-esteem to be associated with less delinquency, greater anger control, greater intimacy 
and satisfaction in relationships, more ability to care for others, and a heightened capacity 
for creative and productive work (Hoyle, Kernis, Leary, & Baldwin, 1999). High self-
esteem is believed to provide an individual with a number of advantages, such as a sense 
of meaning and value in life.  
     Ryan and Deci (2000) indicated that a healthy self-esteem is a helpful guide to 
negotiating interpersonal relationships, as well as a natural bye-product of healthy 
personal growth. Compton (2005) states that the development and maintenance of self-
esteem is a complex process that is sensitive to a number of internal and external 
variables. The next section will look more closely at the domains of self-esteem. 
 
5.6 Domains of Self-Esteem 
     It is evident that the concept of self-esteem is very broad. For this research study, five 
domains of self-esteem have been identified, based on Battle’s measure of self-esteem 
(Battle, 2002). This should serve to promote greater accuracy and detail in explaining this 
construct. The five domains are: 1) Global (general) self-esteem; 2) Occupational self-
esteem; 3) Body self-esteem; 4) Family self-esteem; and 5) Social self-esteem. The 
researcher is of the opinion that these categories of self-esteem contribute to a better 
understanding of the overall emotional health of patients undergoing infertility treatment. 
The next section will look at these domains in greater detail. 
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  5.6.1 Global (General) Self-Esteem 
     Global self-esteem refers to a patient’s feelings regarding all the parts of himself – or 
“a general appraisal of self” (Harter, 1999; Pope et al., 1989, p.4). Positive global self-
esteem is a desired outcome of the human developmental process. 
     The individual’s beliefs about the self and the world, as well as personality attributes, 
contribute to his/her coping resources, which are known to be relatively stable attributes. 
These coping resources would have an impact on how the individual copes in specific 
circumstances. When a patient’s perception of self is one of competence, and that the 
environment or the world is basically friendly, the likelihood of coping strategies being 
utilized is increased. These coping resources are linked to factors, such as the individual’s 
self-esteem, amongst other things, such as the locus of control, optimism, and problem-
solving methods (Geldard & Geldard, 2005). Therefore, an individual’s global self-
esteem plays a role in his/her overall level of coping. 
     Fertility patients with a low self-esteem are more vulnerable to feelings of 
incompetence and depression. This serves to highlight their sense of inadequacy and 
worthlessness (Rice, 1999). They may become more deeply upset when someone 
discusses their infertility status in public; or when someone makes an inappropriate 
remark on their infertility. As their sense of vulnerability increases, so do their anxiety 
levels – resulting in an individual who is always on the defensive as regards their 
biological difficulties. On the other end of the continuum, this could cause an individual 
to try and put on a façade to fake a happy-go-lucky, positive attitude. However, putting 
on this act takes much energy and is often in extreme contrast to the patient’s true views 
of himself or herself, creating additional emotional tension. Anxiety is further heightened 
by the patient’s fear of being ‘found out’ (Ferreira, 2005; Rice, 1999). Therefore, socially 
appropriate answers in self-esteem measures and inquiries should be expressed. 
 
  5.6.2 Occupational Self-Esteem  
     Occupational self-esteem refers to an individual’s evaluation of himself or herself in 
the workplace (Pope et al., 1989). Research has shown that a relationship exists between 
self-esteem and academic achievement, or work performance, where successful 
individuals feel a greater sense of self-worth, and generally feel better about themselves 
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(Kawabata, Cross, Nisioka, & Satoshi, 1999).  In line with Lerner’s rule of reciprocity in 
his theory of Contextualism, a higher level of academic self-esteem leads to better 
performance at work (Rice, 1999). Mboya (1986) underlined this by saying that the 
higher the level of achievement, the greater the level of self-acceptance in the individual. 
According to Stortz and Greene (1983), achievement in the workplace, as well as positive 
aspirations can be linked to a positive body image.  
     Therefore, it can be said that one’s level of self-esteem with regard to this specific 
domain of Occupational Self-Esteem lies in the degree of self-satisfaction regarding a 
person’s work performance and achievement in the workplace. 
 
  5.6.3 Bodily Self-Esteem 
     Bodily self-esteem refers to the degree of acceptance of characteristics, such as 
physique, capabilities, appearance, and motor skills (Pope et al., 1989). It therefore, refers 
to the infertility patient’s feelings of how his or her body looks and performs. 
     As seen in this chapter, as well as preceding chapters, it is evident that many 
researchers agree that physical appearance and one’s perception of your body are viewed 
as powerful contributing factors to self-esteem (Geldard & Geldard, 2005; Harter, 1999; 
Rice, 1999; Santrock, 2001; Tolman, Impett, Tracy, & Michael, 2006). Furthermore, 
research has provided evidence that feelings of low self-worth and self-esteem are not 
limited to reproductive function only; but they move into other personal spheres, such as 
sexual function and desirability, physical attractiveness, performance and productivity 
(Dunkel-Shetter & Lobel, 1991).  
     As mentioned earlier, individuals diagnosed with infertility report changes in their 
self-concept; and some women may even perceive themselves to be ugly, defective or 
deformed after a diagnosis of infertility (Cooper-Hilbert, 1998; Dunkel-Shetter & Lobel, 
1991). According to Harter (1999), physical appearance has the strongest correlation with 
general self-esteem. 
     As infertility is a ‘physical illness’ associated with ongoing adjustment to physical 
transformations, as one goes through treatment procedures, one’s Bodily Self-Esteem 
would be one of the primary challenges during treatment.  
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  5.6.4 Family Self-Esteem 
     Family self-esteem refers to an individual’s self as a member of his or her family 
(Pope et al., 1989). Sachs (2005), a family psychologist, states that the way in which an 
individual is accepted and understood in his/her family greatly influences how one 
understands and accepts oneself. According to Santrock (2001), the family remains one’s 
most important source of social support; and thus the acceptance of a condition, such as a 
diagnosis of infertility by the family would play an integral role in how these individuals 
would come to judge themselves.  
     Thus, a positive support network from family in a life crisis such as infertility, would 
lead individuals to exhibit a positive sense of family self-esteem, which better equips 
them to deal with life challenges, such as infertility treatment (Geldard & Geldard, 2005; 
Sachs, 2005; Townsend, 2006). Thus, in order to feel more positive about oneself and to 
have a higher level of self-esteem, an individual needs to believe that s/he has the 
family’s support.  
 
  5.6.5 Social Self-Esteem 
     Social self-esteem focuses on feelings about one’s social relationships (Pope et al., 
1989). In the society in which we live, judgments from friends are very important to us; 
since they contribute significantly to our self-esteem (Townsend, 2006). When 
individuals find a group of people with whom they can identify, and with whom they can 
share their concerns, it is likely that self-esteem would increase.  
     According to Berghuis and Stanton (2002) women were protected from depressive 
symptoms when they made high use of social support. Resolve (2004) goes on to say that 
having someone to talk to about one’s fears and anxieties can make a big difference in 
one’s coping abilities. 
     The presence of positive social relationships is also seen as an important predictor of 
subjective wellbeing (Diener, Lucas, Smith, & Suh, 1999; Myers, 2000). Compton (2005) 
reported that the perception of being in a supportive social relationship is related to high 
self-esteem, successful coping, better health, and fewer psychological deficits. 
     According to Compton (2005), there are two related aspects to positive social 
relationships, namely: (a) Social support; and (b) emotional intimacy. Compton reported 
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that people most want to be with others, when they were happy; thus, a feeling of 
happiness could increase social contact. As social contact or support has been found to 
increase wellbeing, Compton suggested that positive social relationships, subjective 
wellbeing and a positive self-esteem seem to be directly related to one another. 
   
5.7 Self-Esteem and Infertility Treatment  
     Modern society, despite many social changes, still perceives motherhood as the 
natural role of a woman (Kruger, 2006). Men and Women, operating within the context 
of cultural and societal expectations, consider it important to be seen as healthy, normal 
and capable of reproduction; and they feel the need to be reassured that they are not 
damaged or defective (Leiblum & Greenfeld, 1997). According to Tolman, Impett, Tracy 
and Michael (2006), physical appearance and one’s perception of one’s body are viewed 
as powerful contributing factors to one’s self-esteem.  
     When looking at research done on infertility treatment and self-esteem, it is evident 
that treatment cycles – whether positive or negative – significantly influence an 
individual’s feelings or perception of self. Although Battle (1981) stated that once the 
individual’s perception of self-worth is established, it tends to be fairly stable and 
resistant to change, Dooley (2006) felt that being confronted with a life crisis, such as 
infertility, could have a significant impact on one’s self-esteem and feelings of self-
worth.  
     According to Cooper-Hilbert (1998), and as discussed earlier in this document, a 
couple progress through certain developmental stages in the marriage. However, when 
couples are confronted with infertility, they can ‘stall’ within a certain developmental 
stage, called “mating and marriage” (Cooper-Hilbert, 1998). Furthermore, couples 
experience a strong sense of betrayal and confusion when faced with infertility, since 
being a mother or father is a primary source of self-identity. The two individuals involved 
construct identities about who they are, and where and how they fit into the world; and 
they construct social definitions consistent with the social definition of marriage and 
family (Atwood & Dobkin, 1992). This is underlined by Kirkman (2001), who concluded 
in his study, based on in-depth interviews with women undergoing infertility treatment, 
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that they must deal not only with the blow inflicted by infertility to the sense of self, but 
also with the difficulties of presenting a simple and coherent life story in the social world. 
     Showers and Zeigler-Hill (2007) conducted research on the evaluative organization 
(compartmentalized or integrative) of contextualized selves, in which self-esteem 
stability and coping styles were examined. Evaluative compartmentalised self-structures 
consist of multiple selves, each of which is either mostly positive or mostly negative; 
while evaluatively integrative self-structures represent each self with a mixture of 
positive and negative attributes. These different styles of organizing have been linked to 
current mood and self-esteem.  
     The findings of this study suggest that compartmentalized self-structures, typically 
associated with the highest levels of self-esteem may be vulnerable to instability. In 
contrast, the more moderate self-views of individuals with integrative self-structures may 
offer greater stability, increased resilience, and a means of coping with extreme stress 
(Showers & Zeigler-Hill, 2007). Furthermore, research has provided evidence that 
feelings of low self-worth and self-esteem are not limited to reproductive function only, 
but the diffuse into other personal spheres, such as sexual function and desirability, 
physical attractiveness, performance and productivity (Dunkel-Shetter & Lobel, 1991). 
Individuals diagnosed with infertility report changes in their self-concept; and some 
women may even perceive themselves to be ugly, defective or deformed after a diagnosis 
of infertility (Cooper-Hilbert, 1998; Dunkel-Shetter & Lobel, 1991).  
     According to Dooley (2006), coping with infertility problems is never easy; and men 
may feel robbed of their virility when they find they have a fertility problem. Dooley also 
states that they may struggle with feelings of low self-esteem and inadequacy. Individuals 
diagnosed with infertility may also find themselves facing moral and ethical dilemmas in 
terms of the questions surrounding sperm donation, surrogacy and artificial reproduction 
(Leiblum & Greenfeld, 1997). These researchers also noted that individuals undergoing 
infertility treatment may experience a religious crisis of faith, or struggle to incorporate 
their own infertility into their personal spirituality or philosophy.  
     In a study done by Ferreira (2007), she found that although the participants showed 
average levels of coping and subjective wellbeing, and there was no significant difference 
in coping resources between the male and female sample, the results showed that there 
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may be a dire need for support, not only from family and friends, but also from 
professionals working in this field. She also found there to be a need in this field for a 
strong religious or spiritual base, in order to help individuals, as well as couples, to cope 
with, and accept negative results. Thus, in addition to the subjective opinion of one’s self 
(self-esteem), people also subjectively evaluate their resources in life. This is called 
coping; here, they make use of variables, such as coping resources, the lack of depression 
and anxiety, and a positive outlook. An individual who is perceived to have more coping 
resources at his or her disposal at any given time would also feel more positive about 
himself or herself (Dooley, 2006). 
     Whatever the cause, coping with fertility problems is never easy; and many people 
may feel robbed of their virility when they find they have a fertility problem (Dooley, 
2006). According to Dooley (2006), these individuals may struggle with feelings of low 
self-esteem and inadequacy. However, the key to coping with these kinds of emotions is 
to give each other plenty of support and share one’s feelings and concerns (Dooley, 
2006).     
     Lastly, in a research study done by Ferreira (2005), which aimed to explore and 
describe the experiences of married couples undergoing infertility treatment, as well as to 
identify the specific needs of these couples, a number of themes emerged; and the sub-
theme of self-esteem also emerged. Participants spoke of the pain and humiliation of 
some of the medical investigations and treatment. Participants explained the medical 
investigations as extremely degrading. One woman said: “I must tell you that I am not 
shy at all, but for me the egg implant process was the biggest wake-up call I [have] had 
in my whole life. You lie on a bed, your legs clamped to the bed and it feels as though 
everybody just peeps in there and looks at you. As I said, I am not a shy person, but this 
was so degrading for me.” Her experience of humiliation was shared by another female 
participant saying: “It is not a very dignifying experience …” Another participant 
mirrored these two comments saying: “…I had to stand in the corner of the operating 
room and get undressed; I then had to walk across the theatre room naked to the table 
with three men in the room. They didn’t even give me a gown to put on…”; and “You feel 
like you are on an assembly line.” 
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     Only one male participant experienced the treatment process as degrading. He said of 
the treatment: “It was really difficult for me to masturbate into a bottle. I had to do it in a 
public toilet; and this was really not nice.” On the whole, it seems that the medical 
procedures were experienced as degrading and ‘not nice’ by most participants, and 
especially for the women. This conclusion is supported by Mahlstedt (1985), who stated 
that self-esteem may be reduced, as a result of treatment. Resolve (2004) goes on to say 
that to go into a sterile room with a cup, under the pressure of performance can harm 
even the strongest ego. 
 
5.8 Conclusion 
     In this chapter, self-esteem has been defined; and related concepts were discussed in 
depth. From an extensive literature review, it is evident that being on fertility treatment is 
a turbulent experienced characterized by ever-changing emotions, and possibly also an 
ever-changing perception of self. Research also found that an individual’s cognitive 
interpretive style and personality traits can mediate the way in which stressful life events 
are experienced (Suh, Diener, & Fujita, 1996) with specific reference to one’s self-esteem 
and coping skills.  
     The current chapter has looked at the theoretical construct of self-esteem. In the next 
chapter, Chapter 6, the theoretical construct of coping will be presented and discussed. 
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CHAPTER 6 
 
 
STRESS, COPING AND COPING RESOURCES 
 
“It is not stress that kills us; it is our reaction to it.” 
(Hans Selye, 1976)2. 
 
6.0 Introduction 
     Modern lifestyles and the way in which we cope with stress have sparked much 
interest in recent years. This is largely due to the increased pace of the technological 
world in which we live, which has largely been blamed for the increase in stress and 
stress-related illnesses and disorders. Lazarus’s theory of stress (1967), although 
developed a number of years ago, is still pertinent in today’s context, and has led to the 
development of questionnaires on resources and stress (Holroyd, 1987), which have been 
used as the measurement tool for many of the studies of stress in individuals. In order to 
better conceptualize the role that stress, coping and coping resources play in the paradigm 
of wellness – while undergoing a stressful life-event – such as infertility treatment, it is 
necessary to briefly explore the constructs of stress and coping in this chapter. 
 
 6.1 The Concept of Stress 
     There is a wealth of literature that reflects the belief that stress is a major factor 
affecting people’s lives; and that it is intimately tied with mental health and possibly 
linked to many physical health problems. There is also a growing recognition that stress 
has positive, as well as negative outcomes. Few areas of psychology have received more 
attention than has stress (Daniluk & Tench, 2007).       
     Although much has been written about the negative effects of stress on physical and 
emotional health, there is a growing recognition that there are positive, as well as 
negative outcomes of stress (Daniluk & Tench, 2007; Park, Cohen, & Murch, 1996). 
Researchers have endeavoured to explore a range of novel concepts, including, amongst 
                                                 
2 In McLeod (2004, p.28) 
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others, ‘stress-related growth’ (Park et al., 1996), ‘positive personal changes’ (Curbow, 
Somerfield, Baker, Wingard, & Legro, 1993), ‘meaning making’ (Park & Folkman, 
1997), ‘meaning-based coping’ (Folkman & Moskowitz, 2000), ‘benefit-finding’ 
(Tennen & Affleck, 1999), ‘benefit-appraisals’ (Lazarus, 1999), and ‘growth-oriented 
functioning’ and ‘crisis growth’ (Holahan, Moos, & Schaefer, 1996). This research work 
is all congruent with the emerging field of positive psychology that represents an 
alternative focus to the prominent focus on pathology and deficits.  
     Although there is much debate as to a precise definition of stress, most theorists agree 
that stress is not merely an external situation, nor an internal state, but a complex 
interaction of the environment and the perceived ability to cope (Weinstein, 2004). Hans 
Selye (1976) conceptualized stress in terms of the body’s physical response to a demand, 
regardless of whether the demand is positive or negative. Stress is a very familiar word 
both among the layman and the professional. To a large extent, this has made a clear 
definition of stress more difficult in identifying, because the term is used in so many 
contexts and disciplines: medicine, psychiatry, physiology, sociology and anthropology, 
to name but a few (Lazarus, 1966; Weinstein, 2004).  
     In addition, the definition of stress is made more diffused as authors and researchers 
writing in the area of stress use the terms ‘anxiety’, ‘conflict’, ‘frustrations’ or ‘defense’ 
to refer to the same phenomenon, to which others refer to as ‘stress’ (Cohen, 2000). Vast 
interest in the area of stress has developed, as a result of stress being a universal human 
phenomenon which results in intense and distressing experiences, and seems to have a 
very important influence on behaviour (Lazarus, 1966). Lazarus goes on to say that it 
would be to our benefit to understand the processes involved in stress, because, if we 
were to have control over these processes, we would be more effective in adapting to a 
stressful situation. 
     While there are various different definitions of stress, Monat and Lazarus (1977) 
defined the stress area to include any event in which environmental demands, internal 
demands, or both of these exceed or place demands on the adaptive resources of an 
individual or social system. Cohen, McChargue and Collins (2003), on the other hand, 
defined stress as any environmental demand or circumstance that creates a threat or state 
of tension to our well-being, and that requires change, adaptation or exertion of our 
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coping abilities. In other words, stress is experienced when events disrupt our usual level 
of functioning, in such a way that we are required to put in extra effort in our attempt to 
re-establish our equilibrium (Atwater, 1990).  
     According to Lazarus (1966), stress cannot be defined by situations exclusively; the 
reason for this being that the capacity of any situation to produce stress reactions depends 
on the characteristics of an individual. In addition, stress reactions in an individual do not 
provide adequate grounds for defining the situation associated with stress. Lazarus thus 
believes that only by looking at the interactions or transactions between individuals and 
situations can we begin to understand the meaning of stress. Selye (1976), in his studies, 
refers to good (eustress) and bad (distress) stress. Eustress is said to heighten awareness, 
to increase mental alertness; and it frequently leads to improved cognitive and 
behavioural performance. Distress, on the other hand, is damaging or unpleasant stress. 
     Three basic types of stress were distinguished by Lazarus: (a) Systemic, or 
physiological stress, which is concerned primarily with the disturbances of tissue 
systems; (b) social stress, which has to do with the disruption of a social system; and (c) 
psychological stress, which deals with the cognitive factors leading to the evaluation of 
threats. Although all three types of stress can result from a single event, Lazarus focuses 
mostly on psychological stress.  
     Lazarus and Folkman’s (1984) model of stress has become the most widely used 
approach. They defined stress as “a particular relationship between the person and the 
environment that is appraised by the person as taxing or exceeding his or her resources 
and endangering his or her wellbeing” (p.19). Stress can, therefore, be conceptualized as 
the resulting imbalance between appraised demands and appraised resources (Lazarus & 
Folkman, 1984). 
     Although stress is experienced differently by various individuals, there are common 
factors that increase the likelihood of a stress response. These factors include: change, 
daily hassles, pressure, frustration and conflict (Bester & Swanepoel, 2000). Many 
researchers recognize that change, frustration and daily hassles – connected to the 
infertility process – could be a great predictor of the stress experienced by patients 
undergoing infertility treatment.   
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     Furthermore, Lazarus (1993) believed that the key variable causing stress is threat. He 
explained that threat does not refer directly to observable factors, which may be present 
in an event, but rather something that must be inferred from antecedent conditions and 
past responses to the event. Lazarus further stated that the main characteristics of threat 
are: (a) That it is anticipatory or future-oriented; and (b) that it is brought about by 
cognitive processes involving perception, learning, memory, judgement, and thought. 
According to Lazarus (1967), “the observable reactions to threat will depend on the 
nature of the coping process that is activated” (p.159). Lazarus (1993) also stated that the 
effects of a stressful situation on an individual would depend more on that specific 
individual’s perception of the psychological situation (Brannon & Feist, 1997; Schneider 
& Forthofer, 2005) than on the environmental event or the person’s response patterns.  
     In addition, coping processes are dependent on the cognitive process of appraisal. This 
is also influenced and mediated by social resources (Benyamini et al., 2008; Holahan, 
Moos, & Schaefer, 1996) and by personality traits, such as optimism (Caver & Scheier, 
1999). This chain reaction is best represented graphically as follows:  
Event  threat  appraisal  coping process  observable reactions 
 
6.1.1 Appraisal of Stress 
     For threat to occur, the particular situation must be evaluated to determine whether 
some kind of harm is signified. This process would be influenced by the individual’s 
knowledge and beliefs; and, because of this, changing the background cognition would 
change the significance of a particular situation, and would mean that the same situation 
might take on a very different significance (Lazarus, 1993; Weinstein, 2004). The 
reactions of individuals are, therefore, incredibly sensitive to the changes in the situation. 
However, reactions are also a product of the psychological structure; and this is why the 
same stimulus or situation would result in a stress reaction in one person, but not in 
another (Cohen, 2000; Greenberg, 1999; Kleinke, 1998; Lazarus, 1993). 
     The relationship between the properties of the individual and the properties of the 
situation can be understood through the cognitive process of appraisal (Bester & 
Swanepoel, 2000; Lazarus, 1993). Appraisal, therefore, refers to the judgment made on 
the meaning or future significance of a situation, based not only on the characteristics of 
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the stimulus, but also on the psychological make-up of the individual (Cohen, 
McChargue, & Collins, 2003; Kleinke, 1998). 
     Lazarus would be able to use his theory to explain why some infertility patients seem 
to cope with their stressful experiences, while others reach exhaustion and burnout, as 
described by Selye’s theory (Brannon & Feist, 1997). It is for this reason that the concept 
of stress is inherently linked to that of coping. In a logical follow-on to considering the 
way in which stress is appraised, the various ways (models) in responding to stress are 
discussed below. 
 
6.1.2 Stress-Response Models 
     Response definitions have been prevalent in biology and medicine; and they refer to a 
state of stress. Stimulus and response definitions are limited in use, as a stimulus can be 
defined as stressful only in terms of a stress response (Lazarus & Folkman, 1984; 
Weinstein, 2004). Stress as an internal tension can be described as an internal state of 
psychic struggle, tension, anxiety, or even panic (Aldwin, 2007; Friedman, 2002). A 
person may react to stress by using negative defences, such as denial or rationalization; or 
they might embrace stress in a more positive manner, perhaps by generating creative 
solutions to solve their difficult problems (Antonovsky, 1979; Bishop, 1994; Lazarus & 
Folkman, 1984).  
     According to Rice (1998), stress drains energy and motivation if the perceived threat 
continues over an extended period of time, without an apparent end to the stressful 
situation. In the case of patients undergoing infertility treatment, severe stress is 
experienced due to, for example, repeated treatment cycle’s, failed treatment cycles, 
socio-economic pressure due to high-cost treatment and societal pressure to produce 
(Daniluk & Tench, 2007; Ferreira, 2005). 
     According to Weinstein (2004), there are three stress response models, namely: (a) 
The Response-based model; (b) the Stimulus-based model; and (c) the Interactional 
model. These three models will now be described in more detail. 
     The Response-based model conceptualizes stress as a dependent variable. According 
to Lazarus and Folkman (1984), approaches that use this model tend to be concerned with 
specification of the particular response or pattern of responses, which may be taken as 
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evidence that the person is under pressure from a disturbing environment. According to 
Selye (1976), the response syndrome represents a universal pattern of defence reactions 
serving to protect the person and preserve his/her integrity. The General Adaptive 
Syndrome was introduced by Selye (1976), and can be described as a defence reaction, 
which progresses with continual or repeated exposure to a specific stressor through three 
stages. These three stages are: (a) The alarm reaction stage; (b) the resistance stage; and 
(c) the exhaustion stage. 
     The alarm reaction stage is known as the stage where the body displays changes that 
are characteristic of initial exposure to a stressor. The body’s levels of resistance are 
reduced during this phase; and if the stressor is perceived as too severe, death may even 
result (Selye, 1976). The resistance phase follows if an individual feels that s/he can 
adapt to exposure of the stressor. During this stage of resistance, it is said that the 
individual’s resistance rises above normal, as s/he adapts to the stressor (Selye, 1976). 
The final stage, known as the exhaustion stage, follows after long-term exposure to a 
specific stressor. Exhaustion results; and this causes collapse. Should the defence 
response be severe and prolonged, disease may occur (Selye, 1976). 
     The response-based model has been criticized by Monat and Lazarus (1977), who 
stated that different stimulus conditions may result in similar response patterns. For 
example, an increased heart rate may not occur only after stress, it can also occur as a 
result of prolonged and heavy exercise or extreme fright. It was with this in mind that 
Monat and Lazarus (1977) introduced the stimulus-based model. This model can be 
defined in terms of the disturbing environment or external stressors, which are disruptive 
to a person. Thus, this model views stress as an independent variable. A situation is seen 
as stressful in this model if it leads to a stress response, such as breathlessness, heart 
palpitations and anxiety (Aldwin, 2007). 
     The interactional model defines stress as an imbalance between the environment and 
the person. Stress cannot be objectively defined as the level of the environmental 
conditions without referencing the characteristics of the person. Lazarus and Folkman 
(1984), thus stated that what is seen as stressful by one person is not necessarily stressful 
for another. Thereby, implying that according to this model, stress is a dynamic system of 
interaction between an individual and his or her environment (Aldwin, 2007; Lazarus & 
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Folkman, 1984; Mulhall, 1996). Lazarus (in Weiten, Lloyd and Lashley, 1991), stated 
that “stress resides neither in the situation nor in the person; it depends on the transaction 
between the two” (p.64). This eclectic definition draws on both the response and stimulus 
model definitions. Stress is, therefore, a subjective phenomenon grounded in individual 
perception and psychological processes. According to Lazarus and Folkman (1984), it 
incorporates the objective situation, as well as the individual’s subjective psychological 
and physiological responses or appraisals. As there is a feedback component, which 
occurs at the end, as well as during the process of stress in the interactional model, it can 
be seen as a cyclic rather than a linear approach. According to this theory, the impact of a 
stressor is mediated by the individual’s appraisal of the stressor in terms of the risk to the 
person and his/her ability to cope with the situation (Brown, 2002; Lazarus & Folkman, 
1984).  
     Hobfall (1989) introduced another model of stress: the Conservation of Resources 
Model, which could be added to the above conceptualizations. Hobfall’s (1989) model 
suggested that an individual constantly strives to retain, protect and build on his/her 
coping resources. Hobfall further believed that when focusing on stress, one should direct 
one’s focus to the resource side of the equation. A potential or perceived loss of these 
resources would result in threat or a stressor (Crossly, 2000). It can, therefore, be seen 
that Hobfall (1989) saw an event as demanding, or not based on an individual’s coping 
capacity, and whether the coping capacity is adequate or not. Hobfall’s model further 
suggested that people possess resources, which are important to them, and that they 
desire to protect and conserve these resources (Sanderson, 2004). These resources 
include: (a) Objects such as a home, a family or a business; (b) condition resources, such 
as seniority, power, marriage, or children; and (c) personal characteristics, such as self-
efficacy and self-esteem; as well as (d) energies, such as time or knowledge (Hobfall, 
1989).  
     Hobfall (1989) has thus conceptualized stress in terms of a reaction to the 
environment, in which there is either: (a) The actual threat of a loss of resources (e.g., 
possible loss of family); (b) the net loss of resources (e.g., bankruptcy, loss of home); or 
(c) the lack of resource gain following the investment of resources (e.g., time, 
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possessions). In other words, he conceptualized stress in terms of the potential loss of 
coping resources available to one that might be experienced in a stressful situation. 
     Michie and Abraham (2004) identified four different types of stress symptoms, 
namely: Behavioural, emotive, cognitive and physical. Behavioural symptoms of stress 
include procrastination and avoidance, withdrawal from friends and family, loss of 
appetite and energy, emotional outbursts and aggression, changes in sleep patterns and 
neglect of responsibility. The most common emotive symptoms of stress include anxiety, 
irritability, depression, low self-esteem, denial, fear, a sense of frustration, and feelings of 
loss of control. Among the cognitive symptoms of stress, there are loss of motivation and 
concentration, as well as excessive worry, loss of recall, confusion, poor problem-solving 
and loss of hope.  
     Common physical symptoms include fatigue and physical weakness, migraine, tension 
headaches and backaches, including lower back pain and muscle tension (Michie & 
Abraham, 2004). It is believed that stress has a major impact on the general functioning 
of an individual. According to Powell and Enright (1990) and Aldwin (2007), an 
estimated 80% of all modern diseases, such as infertility, have their origins in stress. 
     This subsection again underlines the complexity in attempting to define stress. The 
concept of stress was presented in this chapter, since it lays the groundwork to 
understanding the sample of infertility patients who participated in this study. Lazarus’s 
(2000) recent research of the treatment of stress has focused on the cognitive, the 
behavioural and the relational concepts of appraisal and coping. According to this 
approach, should the individual change his or her thinking patterns or appraisal of a 
stressor, this would influence how the individual relates to that stressor; and thus, the 
resultant behaviour would also change accordingly (Brown, 2002). 
     In the next section, stress in relation to chronic illness is discussed. Infertility can be 
considered within the context of a chronic illness, since a diagnosis, such as infertility 
often brings much stress with it, and has the potential to elicit chronic effects on an 
individual.       
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6.1.3 Stress and Chronic Illness 
     To be diagnosed with infertility or reproductive-related problems is appraised by most 
individuals as a significantly stressful life event. According to Cooper-Hilbert (1998), 
most patients experiencing infertility have intense periods of anxiety, depression, 
helplessness, relationship or marital difficulties and cognitive impairments at some time 
during the course of their treatment cycles. While some of these difficulties can be 
overcome, as patients learn to adjust, accept and cope with their infertility, the stress 
induced invariably puts excessive demands on their coping abilities and self-esteem, and 
may play a significant role in their prognosis. In addition to the stress caused by an 
infertility diagnosis, as well as infertility treatment cycles, researchers have also 
investigated the implications of stress in the development of illnesses that are chronic. 
     Researchers have, for many years, speculated on the link between stress and the 
development of illness. According to Azar (1999), psychological stress has the tendency 
to precipitate various kinds of illnesses, from headaches and mouth ulcers to cancer, 
infertility and viral illnesses. Monat and Lazarus (1977), as well as Friedman (1989), 
explained that there are three main ways in which stress can lead to physical illness. The 
first is the disruption of tissue function through the release of powerful hormones during 
times of excessive and prolonged stress. These hormones, according to Saladin (2011), 
create changes in the nervous system, the immune system, the endocrine system and the 
reproductive system. The field of psycho-neuro-immunology (PNI) has largely been 
dedicated to the study of the interactions among behaviour, the nervous system, the 
endocrine system and the immune system (Brannon & Feist, 2000). 
     The second group of factors affecting the relationship between stress, coping and 
health are psychological in nature (Edelman & Kidman, 1997). This suggests that it is 
rather the individual’s attitudes or coping responses, which might relate to the onset of 
the illness rather than the stress per se. Factors known to affect the onset of illness, are 
personality type, information processing, perceived levels of stress, primary appraisals, 
secondary cognitive appraisals and personal attributions, as well as beliefs. With regard 
to infertility treatments, there are a few studies that have investigated coping responses, 
such as helplessness, depression and emotional suppression, as possible factors that can 
influence treatment cycles (Cooper-Hillbert, 1998; Daniluk & Tench, 2007).  
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     The third and last group of factors that have an effect on the interplay between stress, 
coping and health, are the social support systems that exist within an individual’s daily 
life (Rice, 1992). Examples of support systems are family, employment and other 
environmental resources. Uchino, Cacioppo and Kiecolt-Glaser (1996) stated that a 
strong network of friends and family, who provide social support, could assist a person to 
maintain good health when faced with a stressful life event, such as infertility. It is not 
yet fully understood why the presence of a healthy social support system is related to 
good health. However, it must be taken into consideration that difficulties discussed in a 
supportive and understanding environment are often reassessed by the individual, and 
new ways of coping are created – with the result that the perceived stress is reduced 
(Morris, 1999).  
     In general, it is believed that individuals who have few psychosocial resources appear 
to be more susceptible to illness and mood disturbances, when faced with higher stress 
levels, than individuals who have a great deal of social support (Salovey, Rothman, 
Detweiler, & Steward, 2000). This study does not, however, focus on illness and stress 
exclusively, but rather on how some individuals cope and even thrive during a stressful 
life event such as fertility treatment; and thus the section below explores the salutogenic 
view of stress. 
 
6.1.4 The Salutogenic View of Stress 
     Research done by Antonovsky within the salutogenic field of health and stress has 
reviewed many of the conceptualizations of stress. For the most part, both lay people and 
professionals were inclined to equate stress with rather unusual and extreme 
circumstances. Antonovsky’s research contradicted this perception of stress. One of the 
core assumptions advanced by Antonovsky (1987), was that the most typical 
characteristic of the living organism was “heterostasis, disorder, and pressure toward 
increasing entropy as the prototypic characteristic of the living organism” (p.2). The 
salutogenic orientation is predominantly rooted in the underlying principles of the chaos 
theory (Antonovsky, 1987; 1996). This view of chaos as the ‘norm’ challenged the 
concept of homeostasis that was first introduced by Canon (1939). 
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     Antonovsky (1987) referred to the human system, that is inherently flawed and subject 
to unavoidable entropic processes, as the “ubiquitous stressors of living” (p.164). Hence, 
Antonovsky argued that stressors, rather than isolated negative events, were an 
unavoidable part of daily living. Besides extreme forms of oppression and consequent 
stress suffered by some of the populations, which Antonovsky studied, it became evident 
that even people in comfortable, benign, sheltered environments are continuously 
exposed to stressors (e.g., accidents, physical trauma and psychosocial stressors). 
Antonovsky (1987) further indicated that: “Whether the source of the stressors is the 
internal or external environment, whether they are daily hassles, acute or chronic and 
endemic, whether they are imposed on us, or freely chosen, our lives are replete with 
stimuli – to which we have no automatic, adequate adaptive response – and in the face of 
which we must respond” (p.130).    
     Furthermore, according to Antonovsky (1979), “stressors are omnipresent in human 
existence”; and he therefore, concluded that, in fact, “the human condition is stressful” 
(p.10). While he did not use the term, Strümpher (1993) highlighted that Antonovsky was 
describing social heterostasis, in contrast to Cannon’s ideal of social homeostasis. It was 
with this idea in mind, that the question was raised as to how individuals survive this 
continuous bombardment of pathogens. It became clear that individuals obtained strength 
from inner resources to cope with these ever-challenging situations and environments; 
and that some individuals had a tendency to cope better than others. In both research and 
practice, this line of thinking led researchers to attend to the range of what Antonovsky 
(1996) labelled as generalized resistance resources, which people use for coping with a 
diversity of pathogens and stressors. 
     While the view that stressors are ever-present lies at the heart of the salutogenic 
orientation, stressors are not necessarily viewed as deleterious in effect. Antonovsky 
(1987) quoted Selye’s suggestion concerning eustressors, when he discussed the fact that 
stressors are not all inherently negative and may even produce positive outcomes. Selye 
(1976) in his suggestions drew attention to the distinction between tension and stress. 
While all stressors are believed to cause psychological and physiological arousal or 
tension within an individual, the translation of that tension into stress is mediated by the 
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individual’s internal reactions and responses to a particular event (Antonovsky, 1987). In 
the next section the concept of coping is explored.  
 
 6.2 The Concept of Coping 
     Coping is a process in which one makes use of flexibility to respond with the skills 
and strategies best suited to a stressful situation (Aldwin, 2007; Kleinke, 1998). Lazarus 
and Folkman (1984) defined coping as the “constantly changing, cognitive and 
behavioural efforts to manage specific external and/or internal demands that are 
appraised as taxing or exceeding the resources of the person” (p.141). According to 
Kleinke (1998), this definition embraces three key features, namely: 
 
1. An implication that coping involves a certain amount of effort and planning. 
2. An assumption that the outcome of a response would not necessarily be positive. 
3. An emphasis that coping is a process that takes place over time. 
 
     Lazarus and Folkman’s (1984) model of stress emphasizes the role of appraisal in 
determining whether demands become stressors. Their model, which has become widely 
accepted by researchers, was described by Somerfield and McCrea (2000, p.620), as 
‘now-classic writings’. Lazarus and Folkman (1984) defined coping further as being 
process-oriented (i.e., the active efforts to overcome, master, reduce or tolerate the 
negative consequences of internal or external demands). Lazarus and Folkman (1984) 
outlined two processes that occur when an individual encounters a stressor. These are 
appraisal and coping. 
     Primary appraisal can be described as the process whereby an individual appraises 
whether a situation can bring harm or negative consequences. It could, therefore, be said 
that primary appraisal is concerned with the individual’s physical, as well as 
psychological wellbeing. If a situation is appraised as a threat or as harmful by an 
individual, the individual starts a process called secondary appraisal. Secondary appraisal 
is the process whereby people assess their resources – in an attempt to reduce their 
emotional and physiological tension. Coping or tertiary appraisal is the third phase, and 
includes actions, a change in thinking, redefining the situation, or anything else that the 
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individual feels would be appropriate after the primary and secondary appraisal (Lazarus 
& Folkman, 1984). According to Schafer (1996), the strategy that is finally chosen to 
utilize in the process of coping depends on the personal and environmental coping 
resources that are potentially available, as the person appraises his/her options. 
     Coping has been found to be process-oriented rather than trait-orientated. It takes 
place across a span of time, and is therefore not aimed at mastery (Appley & Trumbull, 
1986). According to Parker and Endler (1996), coping has multiple functions, including, 
but not exclusively, the regulation of distress and the management of problems causing 
distress. It is not a natural or automatic response, but rather a learned pattern of 
responding to situations considered by an individual to be stressful (Brannon & Feist, 
1997).  
     Coping can be seen as a diverse concept that can be broken into three broad 
components namely: (a) Physiological; (b) learned; and (c) cognitive. The components 
can be described as follows: 
 
1. The physiological component, which is related to the trigger of a chain of neuro-
endocrine events that take place as the body attempts to physically cope with 
stress (Frankenhauser, 1986). 
2. The learned component, which can be defined by various social-learning theories, 
which assume that much of human motivation and behaviour is the result of what 
is learned through experiential reinforcement (Bandura, 1977). 
3. The cognitive component, which emphasizes the mental process of how the 
individual appraises the situation. As mentioned earlier, one’s level of appraisal 
determines one’s level of stress, as well as the unique coping strategies that the 
individual uses (Lazarus & Folkman, 1984). 
  
     Coping is influenced by the appraised characteristics of a stressful context, including 
its controllability (Aldwin, 2007; Folkman, Lazarus, Dunkel-Schetter, DeLongis, & 
Gruen, 1986). It is also influenced and mediated by social resources (Holahan et al., 
1996) and by personality traits, for example, high levels of self-esteem and optimism 
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(Carver & Scheier, 1999). It is believed that one’s ability to cope with change is very 
strongly related to one’s tolerance of stress.  
     Atwater (1990) described the process that individuals use to cope with their 
environment and with social change as the process of adjustment. Calhoun and Acocella 
(1990) defined adjustment as, “your continuous interaction with yourself, with other 
people and with your world” (p.13). Calhoun and Acocella (1990) stated that the 
relationship between an individual and these two factors is reciprocal, as each influences 
the other. It may thus be concluded that relations exist between an individual, the 
environment and within the individual themselves. Good adjustment can be indicated by 
healthy relations between the above factors; whereas relations that are ineffectual, 
unsuccessful and immature are characteristic of maladjustment (Fouché & Grobbelaar, 
1983). According to Calhoun and Acocella (1990), adjustment is a process that can be 
learnt and purposefully used in stressful situations. Adjustment can be seen as the 
outcome after the successful negotiation of a stressor.  
     For patients undergoing infertility treatment, successful coping with their constantly 
changing environment could lead them to be able to adequately adjust to the infertility 
treatment cycles in which they find themselves. Patients undergoing fertility treatment 
cycles respond to direct stress (e.g., treatment procedures) and indirect stress (e.g., social 
or financial pressures) concerning their treatment in many different ways; and they utilize 
many different coping mechanisms. It is these coping responses and resources that will be 
explored in the section below. 
 
6.2.1 Coping Responses 
     Lazarus and Folkman (1984) further identified two general coping styles with which 
to cope with a stressful situation, namely: (a) Problem-focused coping; and (b) emotion-
focused coping. Problem-focused coping strategies can be outer-directed or inner-
directed. According to Kleinke (1998), outer-directed coping strategies are oriented 
towards altering the situation or changing the behaviours of others, while inner-directed 
coping strategies include efforts made to reconsider one’s own attitudes and needs, and to 
develop new skills and responses. Emotion-focused coping, on the other hand, is oriented 
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towards managing emotional distress. These coping strategies include: Physical exercise, 
meditation, expressing feelings, and seeking support. 
     Problem-focused coping is used more regularly in a situation where one feels that 
there is something one can do about a particular problem or challenge. However, when a 
problem or challenge is appraised as being beyond an individual’s control, one is more 
likely to rely on emotion-focused coping (Folkman & Lazarus, 1980; Vitaliano, 
DeWolfe, Maiuro, Russo, & Katon, 1990). 
     Research indicates that gender seems to play a determining factor in the type of 
coping response used by infertility patients. Research done by Connell, Janevic and 
Gallant (2001) found that women are more likely to use emotion-focused coping, while 
men are more inclined to use problem-focused coping styles. In another survey of coping 
styles, married couples were questioned about their responses to four different sources of 
stress: marriage, parenting, household finances, and work (Pearlin & Schooler, 1978), 
which are very relevant stressors when looking at patients on treatment for infertility 
(Ferreira, 2005). Participants experiencing lower levels of emotional stress predominantly 
used coping responses that included taking an active, self-reliant, problem-solving 
approach; while greater amounts of emotional distress were experienced by people who 
felt helpless, blamed themselves, and engaged in denial and avoidance (Pearlin & 
Schooler, 1978). 
     McCrea and Costa (1986) surveyed people on their experiences with various coping 
responses when faced with losses, threats, and challenges. It was found that the most 
effective coping responses included: seeking help, communicating feelings, taking 
rational action, drawing strength from adversity, using humour, and maintaining faith, 
high self-esteem, and feelings of control. The least-effective coping responses observed 
included: hostility, indecisiveness and self-blame. 
     Even though individuals seem to cope with a stressor, it is not always necessarily a 
constructive coping strategy that is employed by the individual. Weiten, Lloyd and 
Lashley (1991) divided the coping process into two main groups, namely: (a) 
Maladaptive strategies, or those with limited value; and (b) constructive-adaptive coping 
processes that are limited and include: giving up, striking out at others, self-blame, and 
defensive coping. McCrae and Costa (1986) regarded seeking help, communication, 
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using humour, self-confidence, a feeling of control, maintaining faith, and drawing 
strength from adversity, as the most effective ways of coping with a stressful situation. 
During a research study done by Ferreira (2005), infertility patients reported feeling that 
they needed stress management, a religious base, a support system, and knowledge of 
medical procedures, in order to enhance their coping abilities. 
     Weiten, Lloyd and Lashley (1991) gave the following guidelines, in order to apply 
constructive coping: 
 
1. An individual needs to confront problems directly. 
2. An individual needs to use realistic appraisals of the stressors they face and the 
coping resources available to them. 
3. A constructive coper seeks to recognize and occasionally restrain any potentially 
disruptive emotional reactions to stress. 
4. Constructive coping seeks to exert control over potentially harmful or destructive 
or habitual behaviours. 
 
     Folkman, Lazarus, Dunkel-Schetter, DeLongis and Gruen (1986) also researched 
effective and ineffective coping responses, by listening to people’s reports on how they 
coped with a recent stressful experience, such as a loss of self-esteem, concern for a 
loved one, interpersonal conflict, financial strain, and health problems. It was found that 
people who reported satisfactory resolution of their stressful experience tended to cope by 
maintaining their composure and working out a plan, as well as by using the stressful 
experience as an opportunity for personal growth. On the other hand, those who did not 
find a successful resolution to their problem responded by being impulsive, aggressive, 
being angry, or by ignoring the problem, and downplaying its importance.    
     A coping strategy identified by Kramer (1993) was that of relationship-focused 
coping. Relationship-focused coping is aimed at maintaining and regulating social 
relationships that would be integral in maintaining the much-needed social support 
system (Ferreira, 2005) for infertility patients. Hammer and Marting (1988) provided a 
tool for identifying resources that are available to individuals for managing stress, with 
the primary focus on identifying resources – rather than deficits. Their model, which was 
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used during this research study – measures an individual’s resources across five domains 
namely: cognitive, social, emotional, spiritual/philosophical, and physical. This measure 
is discussed in more depth in Chapter 7. 
     The fortogenic concept of coping resources, and the shift from the focus on demands 
to a focus on resources, is discussed in the following section of this chapter. 
 
6.2.2 Coping Resources 
     The role of coping resources is emphasized within the paradigm of positive 
psychology, as a means of mediating the stress response, and promoting wellness 
(Hobfall, 2001). According to Hobfall (1989), resources can be defined as: “Those 
objects, personal characteristics, conditions, or energies that are valued by the individual 
or that serve as a means for the attainment of these objects, personal characteristics, 
conditions, or energies” (p.516). Kessler and Essex (1982) described individuals with low 
resources as vulnerable and constitutionally fragile; while those with high levels of 
resources were characterized as resilient.        
     According to Lazarus and Folkman (1984), the way people cope is heavily dependent 
on the resources available to them and the constraints they face. It is, therefore, right to 
assume that coping resources are concerned with the resources one draws on, in order to 
cope. However, Matheny, Aycock, Pugh, Curlette and Canella (1986) stated that some 
resources are effective in helping individuals deal with stressors, while others may be 
important in preventing demands from becoming stressors. They had suggested that 
“increasing one’s (coping) resources should positively affect the equation between 
perceived demands and resources at the appraisal stage” (p.533). 
     Hammer and Marting’s (1988) Coping Resource Inventory (CRI) examines the 
resource end of the demand-resource imbalance. The CRI was utilized during this study; 
and it provides a comprehensive structure of assessment across five domains of 
functioning, as well as offering a detailed explanation of the coping resources available to 
individuals faced with a stressful situation, such as a diagnosis of infertility. The five 
domains assessed by Hammer and Marting’s (1988) CRI are: The cognitive, the social, 
the emotional, the spiritual/philosophical, and the physical domains. 
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1. Cognitive: This measures the extent to which individuals maintain a positive 
sense of self-worth; and it includes a positive outlook towards others, as well as 
life in general.  
2. Social: The social domain captures the degree to which individuals are actively 
involved in the social networks that are able to provide support in stressful times. 
3. Emotional: The items in this domain measure the degree to which individuals can 
accept and express a range of emotions. This is based on the premise that an 
ability to express a range of emotions would reduce the long-term effects of 
stress. 
4. Spiritual/ Philosophical: This domain measures the degree to which individuals 
are guided by stable and consistent values that are derived from religion, family, 
cultural traditions and from personal philosophy. These values could serve to 
provide meaning, in allowing an individual to frame life-events in a certain way. 
5. Physical: The physical domain aims to measure the extent to which an individual 
is actively involved in health-promoting behaviours that are believed to contribute 
to increased levels of physical wellbeing. 
 
     This biopsychosocial conceptualization can be seen as relevant to the exploration and 
description of the coping resources used by patients undergoing treatment for infertility. 
Hobfall (2001) defined an event as demanding, based on whether the person’s coping 
ability is adequate to meeting the demand. This model implies that the most effective 
units for understanding the dynamic relationship between stress and coping is through 
resources. In a situation where a stimulus is judged as harmful, coping processes are 
implemented by an individual to undo the harm implemented (Monat & Lazarus, 1977). 
Coping resources may be grouped into a few major categories, such as: Health and 
energy, positive beliefs, problem-solving skills, social skills, social support and material 
resources (Hobfall, 1989; Kessler, 1979).  
     According to Monat and Lazarus (1977) coping refers to efforts to master conditions 
of harm, threat, or challenge, when a routine or automatic response is not readily 
available. New behavioural solutions must be devised, or old solutions must be adapted 
to meet the current stress in these situations (Monat & Lazarus, 1977; Hobfall, 2001).  
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     Lazarus suggests a view of coping, which places the emphasis on two major 
categories: direct actions and palliative modes. Direct actions refer to behaviours, which 
are designed to alter a distressing interplay with the social or physical environment, for 
example, the fight-or-flight response. Palliative modes of coping, on the other hand, refer 
to thoughts or actions where the goal is to relieve the emotional impact of stress (Monat 
& Lazarus, 1977). Both of these methods make a person feel better, rather than causing 
them to actually alter the threatening or damaging situation. Monat and Lazarus (1977) 
further explained that some palliative methods are intra-psychic in nature. These would 
include, for example, defence mechanisms or the displacement of attention from the 
stressful circumstances. Other palliative methods are somatically oriented, for example, 
medication and relaxation. 
     According to Rice (1992), “resources are the basic supplies of coping strategies” 
(p.272); these resources can be divided into three categories: Personal, physical or social. 
Personal resources include self-esteem, self-denigration, perception of control, and self-
efficacy. Physical resources may include the following: Satisfactory health and sufficient 
energy to meet the demands of the situation; while practical resources may include 
housing and money; and social support includes support from significant others. Social 
support is considered to be a core-coping resource, as it provides protection from the 
detrimental effects of stress, and is directly valuable and beneficial in itself (Rice, 1992). 
     Hammer and Marting (1988), whose model of coping resources will be adopted for 
the purposes of this study, stated that people make use of coping resources to facilitate 
the more-effective management of stressors. Coping resources can be defined as “those 
resources inherent in individuals that enable them to handle stressors more effectively, to 
experience fewer or less intense symptoms upon exposure to a stressor, or to recover 
faster from exposure” (Hammer & Marting, 1988, p.2).  
     According to Lu and Chen (1996), three factors are present when examining coping 
resources and coping behaviour: (a) In certain types of coping behaviour, demographic 
variables and personality traits play a role; (b) perceived life stress is not related to 
coping behaviours; and (c) greater social support is related to greater use of all kinds of 
coping behaviour. In the next section, the researcher will present a brief overview of the 
research related to infertility treatment.  
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6.3 Coping and Infertility Treatment  
     Davis and Dearman (1991) conducted research involving 30 infertile women; and they 
found that six primary coping responses were observed: (a) Distancing oneself from 
reminders of infertility; (b) instituting measures for regaining control; (c) engaging in 
actions to increase one’s self-esteem in other realms; (d) searching for the hidden 
meaning in infertility; (e) giving into feelings; and (f) sharing the burden with others. 
Typically, more women than men tended to seek the advice, support and reassurance of 
others. Furthermore, Daniluk (1997) found that infertility is linked to a dramatic change 
in women’s social relationships, compared with the relatively minor changes in the social 
relationship of men. As a result, women experiencing infertility often feel a sense of 
isolation and alienation from female friends and family. 
     Hobfall (2001) defined an event as demanding, based on whether the person’s coping 
ability is adequate to meet the demand. This model implies that the most effective units 
for understanding the relationship between stress and coping are through resources. In a 
situation where a stimulus is judged as harmful, coping processes are implemented by an 
individual to undo the harm implemented (Monat & Lazarus, 1977). Monat and Lazarus 
stated that coping refers to one’s efforts to master conditions of harm, threat, or 
challenge, when a routine or automatic response is not readily available. Thus, new 
behavioural solutions must be devised, or old solutions must be adapted to meet the 
current stress in these situations.  
     Lazarus and Folkman (1984), as cited in Daniluk and Tench (2007), have done 
extensive research on how individuals cope with the stresses of infertility. Lazarus and 
Folkman classified coping strategies into two main types: Problem-focused coping and 
emotion-focused coping. Problem-focused coping can be defined as instrumental 
behaviour that is intended to change the situation and includes information-seeking and 
direct action. Problem-focused coping is used when the individual perceives that direct 
efforts might change a situation. Emotion-focused coping, on the other hand, is aimed at 
reducing emotional distress; and it includes inhibiting action and engaging in such 
intrapsychic behaviours as denial or wishful thinking. Emotion-focused coping is 
intended to regulate an individual’s emotional response to a problem; and it is often used 
when it is perceived that nothing can be done to change a difficult situation. In a study 
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done on women and coping by Benyamini et al. (2008), they found that emotion-focused 
coping strategies, such as avoidance in the context of infertility treatment manifests in 
maladaptive behavioural strategies, such as self-neglect and social withdrawal.  
     Lee, Sun, Chao and Chen (2000) investigated the coping mechanisms in individuals 
undergoing infertility treatment; and they found that the strategies most commonly used 
by individuals to cope with infertility included seeking social support, self-blame and 
avoidance, informational/emotional support-seeking, and cognitive restructuring. The use 
of self-blame and avoidance were most highly correlated with psychological distress. 
Many couples also use denial as a method of coping with infertility (Berghuis, 2002, 
Cooper-Hillbert, 1998). Denial can reduce stress initially; but eventually, the couple must 
learn more adaptive coping mechanisms, so that they do not put their physical or 
psychological welfare at risk (Cooper-Hillbert, 1998).  
     According to Dooley (2006), denial serves a purpose. It allows the body and mind to 
adjust at their own rate to an overwhelming situation. It is, however, important that the 
couple face the realities of their problems and prognosis, as denial as a permanent coping 
mechanism can be dangerous.  
     However, according to Benyamini et al. (2008), positive emotions may result from 
effective coping, such as investing in a variety of life goals, which provide the emotional 
resources needed for a variety of life goals. And these provide the emotional resources 
needed for maintaining active hope; and conversely, they may enable more effective 
coping. Furthermore, Lazarus and Folkman (in Daniluk and Tench, 2007) suggest that 
individuals who cope effectively would use both direct action and palliative coping 
methods. The use of these two coping methods was identified as a potentially salient 
strategy variable in adapting to a crisis, such as infertility.  
     According Katz (2008), for individual, couple or group psychotherapy, in combination 
with relaxation techniques and physiological restorative processes, such as diet and 
exercise is essential to disengage psychological stress, and to allow for the re-emergence 
of a sense of balance and control in the individual’s or couple’s daily life. 
Complementary approaches to the medical treatment of infertility have gained 
considerable validity in medical research, and finding a seasoned professional can make a 
difference in coping strategies utilized during fertility treatment (Domar & Kelly, 2002). 
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Domar, Zuttermeister and Friedman (1999) concluded that the inclusion of mind/body 
techniques increased successful conception by 42% within 6 months of starting these 
therapies. Subsequent studies have also illustrated that group support or mind/body 
learning groups can increase conception to 54% (Domar, 2000).   
     Finally, in a study done by Ferreira (2007), in which she looked at the 
psychofortology of male and female patients undergoing infertility treatment, it was 
found that the males obtained higher mean scores than the females on the Cognitive 
Resources, Social Resources, Spiritual/Philosophical Resources and Physical Resources. 
The females, however, obtained a higher mean score on the Emotional Resources Scale 
than did the males.  
      
6.4 Conclusion 
     The field of stress, coping and health continues to receive much attention from 
psychologists, medical sociologists and behavioural researchers. As mentioned earlier, 
most research in this field is pathogenic in nature, with its emphasis on risk factors and 
prevention. Many useful contributions have been made in this paradigm. However, this 
chapter has highlighted the growing body of researchers and theorists who focus on 
individual strengths, capacities and resources. Within the positive psychology paradigm, 
many rich and useful insights have been gained into how individuals manage stress and 
stay well. 
     Furthermore, this chapter has explored the concept of positive psychology, which aims 
to focus on individual strengths, capacities and resources. Positive psychology continues 
to provide valuable insights into the mechanisms available to individuals for coping with 
stressors. According to Compton (2005), the popularity of positive psychology is rapidly 
increasing, and the results from positive psychology research are already influencing 
interventions, thereby gaining a permanent place for positive psychology in scientific 
psychology. The next chapter, Chapter 7, presents and discusses the research 
methodology applied in this study. 
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CHAPTER 7 
 
 
RESEARCH DESIGN AND METHODOLOGY 
 
“Scientific research serves a variety of functions, including identifying the causative 
factors that lead to a given event, describing [the] characteristics of a population or 
phenomenon, determining the nature of events that have occurred in the past, and 
identifying the relationship between two variables.” 
 (Bellis, 2003, p.434) 
 
7.0 Introduction 
     This chapter’s purpose is to make clear the research methodology and the 
manifestation and interpretation of that methodology in the context of this current 
research. If this research had to be succinctly described in terms of its methodological 
stance, it would be a multiple-participant qualitative case study within an intepretivist 
paradigm. Although this research contains some aspects of quantitative research, it 
mainly finds itself in the now well-trodden field of qualitative research. Its position is not 
in the realm of positivism; and it moves away from the search for enumeration, 
verification and objectivity. The complexity of qualitative methodology always rests in 
some comparative element to positivism – and the shift away from it. 
     Although the chapters which have preceded this chapter have served to underpin the 
reasoning behind the present study, this chapter will detail the formulation of the problem 
for this research project, and outline the general and specific aims of the study. The 
biographical data obtained from the biographical questionnaire are here presented. This is 
described early in the chapter, in order to provide a greater understanding and a more 
comprehensive look at the sample of those who participated in this study.  
     The measures used in the psychological assessment battery by the researcher will also 
be described, and their significance explained. The chapter will then include a synopsis of 
the research methodology – with a specific focus on research design, participants and 
sampling procedure, method of data gathering, research procedure, ethical considerations 
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and data analysis. Finally, the issues of establishing reliability, validity and 
trustworthiness will be reviewed. 
 
7.1 Problem Formulation 
     As discussed in previous chapters, the problem of infertility is becoming progressively 
more common with one in six couples being affected. Patients must not only confront the 
physical aspects of infertility, but also the psychological and social consequences that 
accompany this condition. The literature review indicated that the psychological impact 
of infertility challenges more than the mere coping ability of the individual; it also affects 
one’s emotional responses, self-esteem, and sense of identity and wellbeing.  
     While acknowledging that infertility is perceived as a stressful life event, it is also 
perceived by some to be on a par with the experiences of death and divorce (American 
Society for Reproductive Medicine, 2004; Ferreira, 2005). It is important to try and 
understand how individuals make sense of their infertility experiences, how they 
subjectively understand and appropriate the situation, as well as what helps them to cope 
constructively with the wide range of experiences and emotions that accompany this 
diagnosis. 
     Furthermore, with the advent and explosion of highly technical treatment for 
overcoming infertility, such as in vitro fertilization (IVF), gamete intra-fallopian transfer 
(GIFT), and other variations of test-tube treatments, infertile couples are faced with 
numerous treatment choices, many carrying high financial costs, with relatively small 
chances of success (Davies, Webber, & Overton, 2009; Greer, 2007; Kruger & Van der 
Merwe, 2010). Individuals may also find themselves in the throes of moral, religious and 
ethical dilemmas, as the possibility of carrying donor sperm, egg cells or multiple 
embryos become one of the possible ways of having a child (Helman, 2001; Kruger, 
2006).     
     The stressful situations, to which the participants in this study must react, are largely 
as a result of the treatment procedures and social pressures. Infertile individuals report 
experiencing stress from various sources, including the treatment itself, its effects on the 
marital relationship, the financial impact of treatment, jealousy when friends, family or 
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colleagues conceive, interference with work, and lack of support from loved ones 
(Domar, 1997; Ferreira, 2005).  
     According to Rice (1998), stress drains energy and motivation, if a perceived threat 
continues over an extended period of time, without an apparent end to the stressful 
situation. In the case of patients undergoing infertility treatment, severe stress is 
experienced because of the repeated treatment cycles, failed treatment cycles, socio-
economic problems and societal pressures to reproduce (Daniluk & Tench, 2007; 
Ferreira, 2005). In order to cope with these stressors, individuals engage in a variety of 
ways and strategies to deal with their infertility. The coping strategies utilized seem to 
influence the degree of stress experienced by the infertile individual (Domar, 1997).      
     In an attempt to gain some insight into the way patients undergoing infertility 
treatment find the strength to complete their treatment cycles, and to endure and 
overcome the pressures associated therewith, in order to continue their lives in spite of a 
negative treatment/pregnancy result, the researcher found it necessary to investigate the 
self-esteem, coping and the psychology of patients who have undergone infertility 
treatment.  
     The desire to have a child is natural; and most couples plan on experiencing 
pregnancy and childbirth at a certain point in their adult lives. Although conceiving a 
child may seem like the easiest thing in the world, it is actually not the case for many 
couples (Port Elizabeth Infertility and Wellness Clinic, 2004). As mentioned previously, 
an extensive literature review has shown that the psychological impact of infertility 
challenges more than the mere coping ability of the individual; it also affects one’s 
emotional responses, self-esteem, and sense of identity and wellbeing. Despite the 
prevailing belief that counselling is useful in the management of infertility problems, 
relatively few studies have evaluated the experiences associated with such psychosocial 
interventions (Boivin, 2003). Thus, the study’s focus is to assess the self-esteem, the 
coping resources, and the perceived experiences of infertile patients.  
     More specifically, there is a need to answer questions such as: “How does a treatment 
cycle affect an individual’s sense of self? How does infertility affect an individual’s 
ability to cope? Where do infertility patients receive support? Can we do something to 
increase support within the highly stressful life event of infertility treatment? And is there 
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value in participating in a psychological intervention programme if fertility treatment has 
been received?” To this end, the self-esteem and coping resources of infertility patients 
who have received outpatient treatment at a privately managed health-care hospital, were 
described and explored. The two underpinning constructs of self-esteem and coping were 
carefully chosen by the researcher, subsequent to previous studies conducted in the field 
of infertility, as well as an extensive research review on infertility that revealed self-
esteem and coping to be the prominent factors influenced by treatment cycles. 
     Self-esteem has been found to be an important and relevant construct in both the 
psychological and sociological fields (Howcroft, 1991). Professionals agree that self-
esteem plays an essential role in the individual’s social health and sense of coping and 
wellbeing. Howcroft states that what people’s thoughts of self are, and how they evaluate 
themselves are vital behavioural facets in the interpretation of human behaviour. In 
addition, self-esteem is a useful construct with which to understand the current study, as 
it is linked to coping. In other words, the assumption is that if self-esteem improves, it is 
likely that the individual’s ability to cope would also improve. Therefore, self-esteem and 
coping can be seen as access doors to gaining a better understanding of the needs of 
patients undergoing infertility treatment. 
     In a situation, such as engaging in the process of infertility treatment, where a stimulus 
is judged as harmful, coping processes are implemented by an individual to neutralise the 
perceived harm (Monat & Lazarus, 1977). These coping processes are also known to be 
coupled with the need for supportive relationships during treatment cycles. As discussed 
in Chapter 6 of this study, Lazarus’s (1967, 1993) Theory of Stress and Coping provides 
a comprehensive model for understanding the way in which individuals react to stressful 
life situations, such as receiving infertility treatment. It also helps in understanding the 
mechanisms they employ, in order to cope with such situations. Their lack of coping 
skills seems to be largely related to an inability to appraise a situation; and it is often 
attributed to the individual’s or the couple’s lack of information and knowledge (Ferreira, 
2005).  
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7.2 General and Specific Aims 
     The general aim of this study was to investigate by means of exploration and 
description the self-esteem, the coping resources and the psychology or perceived 
experiences of infertile patients participating in a psychological intervention, such as a 
series of workshops. The researcher feels it imperative to be reminding the reader that the 
current study endeavored to focus on the participants’ wellbeing and ability to 
constructively cope with stress rather than to measure the stress levels in the participants 
per se. This study in context attempts to place and facilitate the development of insight 
into the way in which individuals, in the midst of a crisis such as infertility, find the 
strength to endure and overcome the pressures associated with this condition. This 
research study, therefore, has inter alia investigated self-esteem; in order to provide an 
impression of the person’s general psychological wellbeing and coping ability. 
     Thus, the core or central theme in this research revolves around the psychology of 
infertility during a treatment cycle – with specific reference to the self-esteem and coping 
ability of participants. In this study – although the psychology of infertility is the driving 
construct of this research - at times the word ‘narrative of infertility’ will also be used 
interchangeably, as it provides for a richer description of the stories told by the 
participants. For the purposes of a greater understanding of the concept of the three 
constructs: the psychology of infertility, self-esteem and coping, the researcher has 
included three general research statements to guide this research. 
 
1. For the purposes of this study, the psychology of infertility means patients’ 
experiences, perceptions, understanding and accounts of the physical and 
emotional aspects surrounding infertility, and the treatment of infertility. 
2. For the purposes of this study, self-esteem means the perception one forms of 
oneself during the course of a life crisis, such as a diagnosis of infertility. It also 
looks more closely at what dimensions of one’s self-esteem are affected by the 
treatment and the journey of infertility in general. It also looks at what other 
factors influence self-esteem: either positively or negatively. 
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3. For the purposes of this study, coping means what every person draws from 
within themselves (internally) or from the world around them (externally), in 
order to make the pain of the crisis of infertility more tolerable to themselves. It 
also refers to the coping responses utilized during treatment and thereafter – 
whether constructive or destructive. 
      
     The findings of this research study are expected to be useful to professionals in this 
field, as well as to the individuals and couples themselves, in giving some idea of what 
couples might find difficult or challenging about infertility treatment. 
 
7.3 The Research Method and Design-Type 
     According to Elmes, Kantowitz and Roediger III (1999), a research method refers to 
the outline, plan or strategy denoting the research question. It specifies such things as, 
”how to collect and analyse the data, and to control [any] unwanted variation” (p.293). 
Furthermore, ”the design of the experiment also suggests the conclusions that can be 
drawn.” (p.294). For this reason, choosing an appropriate design is an essential part of 
any study; and this issue should be approached with caution.   
     A qualitative research method was adopted, in order to achieve the aims of this study. 
This type of research method, according to Neuman (2003), emphasizes that the 
researcher gets close to the data. It is based on the concept that experience is the best way 
to understand social behaviour. This author further explains that a qualitative researcher 
understands social behaviour because s/he discovers the participant’s definition of the 
situation or the participant’s perception and interpretation of reality, and how these views 
relate to his or her behaviour. Qualitative research ideally involves the researcher 
suspending his/her personal values, perceptions and feelings.  It also expects the 
researcher to try to experience the world from the viewpoint of the participants 
themselves (Chadwick, Bahr & Albrecht, 1984). 
     Within the qualitative research framework, this research study adopted the multiple 
case-study design-type. The term design-type, which is suggested by Mouton (2000), is 
useful in conceptualizing the idea of a case study within the paradigm of qualitative 
research. Mouton (2000) differentiates a design-type from a task-type, in that the former 
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refers to the logic involved in the research design, while the latter refers to the actual way 
in which the data were gathered within that logic. Henning (2004, p.2) defines a design-
type as, “a reflection of the methodological requirements of the research question, and 
therefore, of the type of data that will be elicited, and of how the data will be processed.” 
     The use of a case study does not, in Mouton’s argument, constitute a research method. 
Crotty (2005), however, has argued that case studies constitute a research method. In this 
research, the use of multiple-participant case studies constitutes the logic of the research 
methodology, since it is considered the most effective way to gather the data and explore 
such data, in order to match the research position and aims that have been established.  
     According to Lindegger (1999), the case-study method involves the intensive 
investigation of particular individuals, organizations, or units. Data were gathered from a 
number of individuals for this particular study during a series of three workshops, and the 
information gathered from these sessions was integrated during the data-analysis phase of 
the research (Willing, 2001). 
     This study used an exploratory-descriptive research approach, which represents an 
attempt to provide an accurate description of a particular situation or phenomenon. This 
study did not aim to derive cause-and-effect relationships; but it has rather attempted to 
identify the variables that exist in a given situation, and to describe the relationship that 
exists between these variables (Christensen, 1997).  
     In exploratory research, there is a deliberate avoidance of predetermined research 
hypotheses and theories, as exploratory research aims to seek out new insights and to 
assess phenomena from a different perspective (Neuman, 2003). The exploratory 
researcher observes, talks, listens, questions, and evaluates a given situation (Adams & 
Schvaneveldt, 1985). The present study has explored self-esteem, coping skills and the 
perceived experience or psychology of infertile patients. It has close ties to exploratory 
research. 
     Exploratory research has the advantage of allowing the researcher to identify 
unanticipated outcomes. A further advantage of this is that, through this method, the 
richness, quality and depth of the data can be maximized and preserved (Kotras, 1998). 
An exploratory research approach also aids in gaining familiarity with a phenomenon, 
situation, community or individual, where there is little or limited knowledge. The 
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conclusions drawn are tentative, and of value to this type of research in that it provides 
further research topics within the field of the present study (Babbie, 2001; Mullins, 1995; 
Neuman, 2003). 
     The need for such a study could come from the lack of basic information on a new 
area of interest, or in order to formulate a problem or develop a hypothesis (Davidson, 
2008; De Vos, Fouche, Strydom, & Delport, 2002). As the present study was one of the 
first to research the self-esteem, the coping abilities and the psychology of infertile 
patients, while participating in a psychological intervention programme in the South 
African context, an exploratory method was deemed to be the appropriate research 
method to use. Another reason why an exploratory approach seemed the method of 
choice for this research study was because the researcher needed to develop a hypothesis 
and draw conclusions from information gained during this study.  
     Descriptive research aims to portray accurate profiles of persons, events and objects. 
While this research did not portray people or objects, it did portray an account of the 
experiences and perceptions of the participants. It can thus be seen as linked to 
descriptive research studies. Such studies involve more than just gathering data and 
analyzing them. They involve the interpretation, contrast, classification and integration of 
the findings. The purpose of this type of research is closely linked with the purpose of the 
present study, which is to explore and describe, rather than to predict. In addition, this 
type of research seeks to acquire evidence concerning a situation (Adams & 
Schvaneveldt, 1985). 
     The descriptive method is often used, when investigating a new area, such as the one 
in this research project; and it is also “frequently used to describe the status of a situation 
once a solution, suggested by experimental analyses, has been put into effect” 
(Christensen, 1997, p.46). Descriptive research describes the specific details of a 
situation, social setting, or relationship, beginning with a definite subject and the aim to 
describe this more accurately (De Vos, Fouche, Strydom & Delport, 2002; Neuman, 
2003).  
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     In quantitative studies, the description usually refers to the characteristics of a 
population (Davidson, 2008). Therefore, the descriptive model can provide information 
on the effectiveness of a proposed solution (i.e., the use of psychological intervention as a 
means to alleviate stress, to provide support, and to increase the level of self-esteem, and 
the coping skills of patients undergoing infertility treatment), as well as to generate 
hypotheses and suggestions on how fertility counselling, or a programme, such as the one 
applied in this study, could be implemented more effectively. So whilst providing 
information on the usefulness of a psychological intervention programme, in the case of 
this study, a descriptive method could also provide information on other possible 
solutions to patients undergoing infertility treatment. One can, therefore, see that the 
descriptive method is a useful means of research – in both the initial and the later stages 
of investigation – into a certain problem area. This method should hopefully provide 
initial insight into the value of the psychological intervention programme in a clinical 
setting. This will be done through looking at the measures used before and after the 
workshops in this study, as well as by providing further information related to the self-
esteem, coping and experiences of infertility patients, when utilizing such a programme. 
Another purpose of a descriptive research approach is to describe single or multiple 
variables, which in this study entails the self-esteem and the coping skills of infertility 
patients (Gravetter & Forzano, 2003). 
     Part of the function of a descriptive study is to compare groups and to describe the 
differences between groups. This study has compared the self-esteem and the coping 
resources of participants – before and after the psychological intervention applied. In a 
true experiment, the independent variable is the only feature of the situation that is varied 
systematically by the researcher from condition to condition; and direct cause-and-effect 
inferences can be made from the results (Allan, 1988).  
      
Advantages and Disadvantages  
     According to Patton (1990), approaching fieldwork without the constraints of 
predetermined categories of analysis contributes to further depth, openness and detail to 
be explored. The researcher gains some degree of understanding into a participant’s life, 
as qualitative research requires the researcher to be directly involved in the data-gathering 
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exercise (Chadwick, Bahr & Albrecht, 1984). Another advantage of qualitative research 
is that this type of research is extremely flexible. Therefore, according to Chadwick et al. 
(1984), it allows the researcher to gain insight into aspects of a topic participants 
themselves view as important. 
     However, qualitative researchers are faced with some problems. Patton (1990) 
suggested that a potential problem of qualitative research is that it cannot be generalised 
to the wider population. Because this study aims to explore and describe self-esteem, 
coping and the experiences of a particular group of participants, and does not aim to 
apply these findings to a broader population, this limitation should not be a problem in 
this research study. Another disadvantage of qualitative research arises when the research 
is not planned properly. While qualitative research allows for the researcher to be 
flexible, it also has the possibility of becoming so unstructured that nothing meaningful 
emerges from the collected data (Chadwick et al., 1984).  However, true qualitative 
researchers might argue that, by its very nature, no data are ever meaningless. In addition, 
when a qualitative research design is used, a number of ethical considerations arise. And 
these must be carefully accounted for (Chadwick et al, 1984). These ethical 
considerations will be discussed in more detail at a later stage in this chapter.  
     There are many descriptive methods available, in order to gather the required data 
(Elmes et al., 1999). These include field and systematic observation (i.e., making 
observations in a specific natural setting, or of one or more specific behaviours in a 
particular setting); case study (i.e., the detailed examination of an individual, organization 
or community); survey (i.e., the use of self-report measures to question individuals about 
their attitudes, behaviours and demographics); and meta-analysis or archival research 
(i.e., using already-existing data to answer questions). This study has used a combination 
of the case-study method and the survey method. De Vos (2000) emphasises the point 
that the researcher uses multiple methods of data collection, with the view to increasing 
the reliability of the observations.  
     Case-study research can be carried out using both qualitative and quantitative 
methods; and it can be conducted using single or multiple cases (Cavage, 1996). This 
study has used multiple-case design, as it had ten participants. Case studies are 
advantageous when attempting to provide an intensive analysis and description of a 
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phenomenon; and they are particularly useful when it is difficult to identify a sample 
large enough to be considered representative, as was the case in this study (Yegidis & 
Weinbach, 1996). Disadvantages include being unable to draw general conclusions about 
the population (Morris & Maisto, 1998). The advantages of a multiple-case design 
include more compelling and convincing results, because they come from a variety of 
sources (Dullabh, 2001). 
     Survey-type research is used to describe behaviour by gathering information through 
self-reported questionnaires. The respondents were asked to complete a biographical 
questionnaire, and two self-report survey-type questionnaires. According to Mitchell and 
Jolley (2007), survey research is the most common method used to tap into people’s 
beliefs, attitudes and behaviours. Survey research is often used when exploring subjective 
states, such as stress levels, self-esteem and coping ability. Furthermore, this type of 
design seeks to gather and analyse new data for novel information and emergent patterns 
(Cozby, 2004; Mouton, 1996); and it is particularly appropriate when information is 
gathered directly from individuals (Fink & Kosecof, 1998).  
     Bailey (1987) confirmed that it is possible to obtain both valid and reliable 
information from participants through the use of self-reported questionnaires. The 
advantages of using self-reported measures include: saving time and money; the bias 
effects of the researcher are minimized; the participants have more privacy; and there is a 
good possibility of obtaining accurate results, as it is easy to use, score and code the 
results for analysis (Creswell, 2003; Salkind, 1997).  
     Some disadvantages include the possibility that the respondents might misunderstand 
items, leave out items, or not complete or return the questionnaire (Dane, 1990; Mitchell 
& Jolley, 2007). Other disadvantages include the accusation that self-reported measures 
are too rigid to create comparability between different questionnaires, and that the 
information is not captured over a significant period of time. As the information is 
captured at a specific point in time, no sensitivity is shown towards the fluctuations in a 
respondent’s feelings that could occur daily or weekly (Campbell, 1981).  
     In order to counteract the disadvantages mentioned above, open-ended questions, 
which address the same concepts covered in the surveys were added to the contents of the 
workshops. This qualitative information gave participants the opportunity to 
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communicate their feelings and thoughts that might otherwise have been lost. Some of 
these potential disadvantages were overcome, as the researcher was available to answer 
questions, and to personally collect the completed questionnaires. Furthermore, the 
questionnaires were administered personally. In addition, the researcher was able to 
follow up with the participants, to remind them to return the questionnaires. This helped 
to balance the lower response rate often associated with surveys.  
     The term quasi-experimental design was first introduced in the literature by Campbell 
(1957). This design refers to the application of an experimental mode of analysis and the 
interpretation of bodies of data, which do not meet the full requirements of experimental 
control (Campbell, 1957). The quantitative descriptive aspect of this study included a 
group of pre-test and post-test that could be described as quasi-experimental. It is quasi-
experimental, as there was no control group; and therefore, it cannot be seen as a true 
experiment.  
     This method was chosen based on the ethical implication of denying participants the 
right to knowledge and treatment, and being part of an intervention programme 
specifically focusing on the reduction of stress. This meant that a control group could not 
be used. The other factor that made this study quasi-experimental was that the sampling 
method was not randomised. The participating infertility unit, which is also the only 
infertility unit in the Eastern Cape region, was selected by means of a convenience 
sample. This was based on the request for such a study that came from this particular 
infertility unit. It would also be too costly and impractical to use fertility units across 
South Africa, in order to achieve a truly random sample.   
     This study is also an example of the living-theory methodology, as the research 
question arose out of actual clinical research. The resultant study attempted to enhance 
practice, and to add to the knowledge in the field from an individual-practice setting, and 
therefore, from a unique perspective. One of the basic questions proposed by living 
theory is: “How can I improve what I am doing?” (Whitehead, 2008, p.1). The living-
theory approach emphasizes the importance of the unique contribution of the researcher; 
and this is done by researching and reflecting on their own, particular situation, context 
and experience, with a view to improving practice.  
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     One of the distinguishing characteristics of research that has led to the development of 
living theories, is that “the researcher must make public the story of the research in a way 
that is open to others to evaluate its validity. A living-theory methodology includes the 
process of validation” (Whitehead, 2008, p.4). In documenting the present study, its 
findings are made available for the scrutiny and the validation of one’s peers.  
 
7.4 Participants and the Sampling Procedure 
     Sampling can be defined as: “The process of drawing a portion of elements, chosen 
from the larger population…..which, for research purposes, are designated as being the 
focus of investigation” (Davidson, 2008, p.67). A sample should be typical of the 
population being investigated.  In any research study, sampling is a necessity due to costs 
and time constraints, as well as in the interests of practicality (Davies & Mosdell, 2006).  
Most of the time, it is simply not possible to include in a study every single person who 
fits into a specific population grouping.  
     The two general approaches used to select a sample are probability and non-
probability sampling (Goodwin, 2002; Zechmeister, Zechmeister & Shaughnessy, 2001). 
While probability sampling provides an equal chance for each person in a given 
population to be included, non-probability sampling means that the probability of anyone 
being chosen in the population is unknown (Cozby, 2004; Gravetter & Forzano, 2003).  
     Due to the exploratory nature of the present study, and the limited availability of 
participants, the sample was collected using non-probability, purposive sampling. 
Neuman (2006) asserted that the use of purposive sampling is best in a “difficult-to-
reach, specialized population.” This type of sampling procedure involves the selection of 
cases in order to gain insight into the specific experiences, which are being investigated 
(Cozby, 2007; De Vos, 2000). The researcher uses his or her expertise to select those 
participants who represent the population being researched (Davidson, 2008; De Vos, 
2000). Patton (1990, p.169) believed that “the logic and power of purposeful sampling 
lies in selecting information-rich cases for study in depth.”   
     Non-probability sampling does not provide a basis for estimating how closely the 
sample characteristics approximate the parameters of the population from which the 
sample was obtained; and, as a result, the findings of such a study should only be 
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generalized to a wider population with caution.  Replications of such a study would need 
to be carried out, in order to determine whether the findings of such a study could indeed 
be generalized to a larger population (Rossouw, 1996). However, there is some advantage 
to purposive sampling, in that researchers can use their research skills and prior 
knowledge to appropriately select the participants (Bailey, 1987). In the case of this 
research project, all the participants had to be on infertility treatment, in order to be 
considered information-rich cases. Another advantage of non-probability sampling 
includes its convenience and cost effectiveness (Cozby, 2004); and while probability 
sampling holds the advantage of being unbiased, non-probability sampling is used more 
frequently (Spata, 2003). The more-frequent use of non-probability sampling can be 
attributed to the fact that probability sampling is expensive, time-consuming, and not 
necessary, if the purpose of the research study is not to generalize results, but rather to 
investigate the relationships between variables (Spata, 2003). 
     Participants were also selected by a process known as “nominations” (Krueger, 1994, 
p.84). This involves the researcher asking neutral parties in a particular field – in this case 
the Research Co-ordinator of an Infertility and Wellness Clinic – to hand-pick individuals 
that she thinks suitable to participate in this research study. This sampling technique 
targets participants who have special knowledge or characteristics that are of particular 
interest to the researcher (Cozby, 2007). This knowledge or these characteristics, thereby 
meet the goals of the research (Whitley, 2002). This type of sampling is generally used in 
three scenarios, namely: (1) To select distinctive cases, which would inform the research; 
(2) to reach specialized populations, with very specific criteria; and (3) to identify cases 
for in-depth study (Neuman, 2003).  
     Pertinent biographical information, such as age, gender and type of infertility 
treatment experienced were gathered from the participants through a biographical 
questionnaire (Appendix D). The length of treatment or the experience of infertility were 
not used as inclusion or exclusion criteria, as a literature review has indicated that these 
variables have little or no significant impact on the emotions experienced while 
undergoing a treatment cycle (Ferreira, 2007; Phillips, 2008). Age was not a criterion for 
inclusion, as a range of ages provide a richer range of experiential data. Furthermore, the 
variables of ethnicity and socio-economic status were not used as inclusion or exclusion 
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factors, since the focus of the study is on the self-esteem, the coping resources and the 
perceived experiences of infertile patients. The participants’ involvement was voluntary. 
In addition, the measures used in this proposed study has been proven to be valid and 
reliable across various cultures within the South African population (e.g., Brown, 2002; 
Cairns, 2001; Ferreira, 2007; Hatuell, 2004; Madhoo, 1999; and Phillips, 2008 using the 
CRI, and Cox, 2007; Daniels, 2008; Edwards, 2000; Howcroft, 1991 and Williams, 2006 
using the Culture-Free SEI). However, it was necessary for participants to be able to read 
and understand English at a Grade 10 level, in order to be able to complete the 
questionnaires.  
     Due to the sensitivity of the topic at hand, the low patient rates at the participating 
fertility unit, as well as the fact that participants needed to commit for three workshop 
sessions over three weeks, the researcher was able to gather only a small sample of 
participants. However, the sample size of ten participants has been suggested as an 
adequate sample size to yield the information required for the purposes of this proposed 
research study (Venter, 2010). According to Patton (1990), there are no rules regarding 
the sample size in qualitative research studies. Although the sample size of ten 
participants was an adequate sample to produce information for this research study’s 
purposes, it is important to note that this study comprised only nine active participants 
that attended the group. Although the tenth participant’s biographical details are included 
for completeness of results, for the purposes of this study, and his voice is heard in the 
analysis of the qualitative data, as it played a significant role in his partner’s story, he was 
not included in the quantitative analysis, as he could not complete the questionnaires 
given to the participants.   
     The participants’ biographical profiles are presented below.  
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 7.5 Biographical Data 
     The following section presents the biographical variables that pertain to information 
obtained from the biographical questionnaire, which was completed by all the 
participants. Due to the small sample size and unequal grouping, the investigation of 
pattern variables and the results obtained in the questionnaires are not possible. The 
reporting of the biographical data serves to provide a context for the findings related to 
the measures.  
     The sample was selected from patients currently on treatment at the participating 
Infertility and Wellness Clinic. Pertinent biographical information, such as the amount of 
infertility treatment cycles undergone, years married, and other types of infertility trials 
were gathered from the participants through a biographical questionnaire. The 
information obtained from these questionnaires is presented below: 
 
  7.5.1 Age 
     The age of the participants ranged between 29 and 40 years, with an average age of 
34.33 years. There were no exclusion criteria for age, as the researcher felt that including 
a range of ages would provide a richer range of experiential data. The age distribution is 
presented in Table 3; and all the percentages were rounded off to the nearest decimal. 
 
Table 3 
Age Distribution of the Sample 
Age in Years Frequency (n) Percentage 
25 - 34 5 50.0% 
35 - 39 3 30.0% 
40 - 44 2 20.0% 
Total 10 100% 
 
     The following subsection will discuss the gender distribution of the sample of 
infertility patients. 
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  7.5.2 Gender 
     There were ten participants in this study, of which 5 (50.0%) were male and 5 (50.0%) 
were female. The frequency distribution of the biographical data on gender is presented 
below in Table 4. 
 
Table 4 
Gender Distribution of the Sample 
Category Frequency (n) Percentage 
Male 5 50.0% 
Female 5 50.0% 
Total 10 100% 
 
     According to Wissing and Van Eeden (1997), males showed a higher level of 
subjective wellbeing than females in the South African context. During a study done by 
Myers and Diener (1995), they concluded that females are twice as likely as men to suffer 
from anxiety and depression; and that their happiness was dependent on their marital 
happiness; whilst the happiness of men correlated more strongly with their satisfaction at 
work.         
     Furthermore, research has generally, but not universally, reported that men and 
women respond differently to the stresses of infertility, with men demonstrating less 
response on various indices of emotional disturbance. Some have suggested that men 
experience greater distress – but only when the identifiable cause of failure to conceive 
lies in a problem with sperm production or other male factors (Rajvir Dhillon, Cumming 
& Cumming, 1999). 
     As mentioned in Chapter 4, a very different perspective exists between males and 
females when a diagnosis of infertility is made. In the light of this, there seems to be a 
discrepancy in the means and actions used by the respective genders to overcome 
infertility treatment. The following subsection will discuss the language distribution of 
the participating sample. 
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  7.5.3 Home Language 
     As indicated in Table 5, 40.0% of the participants were English-speaking and 40.0% 
of the participants noted Afrikaans as their home language, while 20.0% of the 
participants in this study were Xhosa-speaking. The frequency distributions of the 
biographical data for the home language of the participants are presented in Table 5 
below. 
Table 5 
Home Language Distribution of Participants 
Language Frequency (n) Percentage 
English 4 40.0% 
Afrikaans 4 40.0% 
Xhosa 2 20.0% 
Total 10 100% 
 
     It was necessary, as the questions were printed in English, for the participants to have 
at least a Grade 10 level of proficiency in reading in English. If English was not their 
primary language, it was required that the participant be able to read and understand the 
question sufficiently to provide an answer. The next subsection discusses the marital 
status of the sample.  
 
  7.5.4 Marital Status 
     It is clear from Table 6, that the majority of the participants were married (80.0%), 
with single, but co-habiting participants, being represented by 20.0% of the sample. 
Studies have shown that married couples experience a greater degree of subjective 
wellbeing and coping than their single counterparts who have never been married 
(Diener, 2000). The frequency distributions of the biographical data for marital status are 
presented below in Table 6. 
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Table 6 
Frequency Table: Marital Status 
Category Frequency (n) Percentage 
Single but co-Habiting 2 20.0% 
Married 8 80.0% 
Total 10 100% 
 
     The next subsection discusses the employment status of the participants. 
 
  7.5.5 Employment Status 
     As indicated in Table 7, 100% of the participants in the sample were employed; while 
no-one was unemployed at the time the study was conducted. According to Strümpher 
(2005, p.4), the move towards the flourishing pole of the continuum in the direction of 
positive psychological processes could wax as a result of positive, eustress experiences, 
such as continuing education, self-directed work experiences, participation in socially 
valued decision-making, a rejuvenating love relationship, the joys of parenthood, 
psychotherapy, while religious conversion and participation could also play a role. On the 
other hand, the downward move along this continuum in the direction of languishing, 
positive psychological processes could wane, as a result of distressing experiences, for 
example, serious illness or injury, bereavement, untoward work experiences without any 
escape, retrenchment or unemployment, social isolation, political upheaval or war. It thus 
seems that employment has a positive effect on an individual’s subjective wellbeing, self-
esteem and coping ability.  
     Diener, Lucas, Smith and Suh (1999) found that employment could contribute to 
increased levels of self-esteem and coping, as it provides intellectual and social 
stimulation, social networking; and it also provides a sense of purpose and meaning in 
life. Working outside the home may also decrease the likelihood of experiencing 
psychological health problems, such as anxiety and depression (Mathiesen, Tambs & 
Dalgard, 1999). The frequency distribution of the biographical data for employment is 
presented in Table 7. 
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Table 7 
Employment Status of the Sample 
Category Frequency (n) Percentage 
Employed 10 100% 
Unemployed 0 0% 
Total 10 100% 
 
     The job description of the employed participants in the participating sample will be 
discussed in the next subsection of this chapter. 
   
  7.5.6 Job Description of Employed Participants in the Sample  
     Participants were requested in the biographical questionnaire to indicate their job 
description, if they were employed. All participants indicated that they were employed 
and had a variety of occupations. The various occupations were grouped into broad 
categories, as indicated in Table 8, which presents a frequency distribution of the nine 
participants. The exploratory-descriptive nature of this study does not permit the 
researcher to draw any conclusions between the job descriptions of the participants, the 
self-esteem or coping skills of the sample, as well as their perceived experiences. The 
frequency distribution of the Job Description of Employed Participants of the sample is 
presented in Table 8 below. 
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Table 8 
Job Description of the Employed Participants of the Sample 
Category Frequency (n) Percentage 
Business/Commercial (e.g., 
managerial positions, 
accounts, clerks, credit 
controllers, receptionists, 
property and sales 
representatives and      
book-keepers). 
6 60.0% 
Education  
(e.g., lecturers at tertiary 
institutions and teachers). 
1 10.0% 
Health/Social 
(e.g., nursing sisters, 
caregivers, psychologists, 
lawyers and social 
workers). 
2 20.0% 
Self-Employed 
(e.g., graphic designers, 
work-from-home 
employment). 
1 10.0% 
Total 10 100% 
 
     The following section looks more closely at the distribution of the medical reasons 
associated with infertility. 
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  7.5.7 Medical Reasons Associated with Infertility 
     As discussed in Chapter 3, the reasons ascribed to the diagnosis of infertility are 
numerous. The frequency distribution of the biographical data for the medical cause of 
infertility is presented in Table 9. 
 
Table 9 
Medical Cause of Infertility of the Sample 
Category Frequency (n) Percentage 
Male Factors 4 40.0% 
Female Factors 1 10.0% 
Combined Factors 4 40.0% 
Unknown Factors 1 10.0% 
Total 10 100% 
 
     It can be seen from Table 9 that 4 participants (40.0%) received treatment for the male 
factors causing the infertility; while only 1 participant (10.0%) was receiving treatment 
for the female factors causing the infertility. Four participants (40.0%) were receiving 
treatment for combined factors in both partners; while only 1 participant (10.0%) 
indicated that there was no known cause that could have resulted in the diagnosis of 
infertility.  
     In the literature review done on infertility in Chapter 3, Ferring Pharmaceuticals 
(2002) indicated that a third of infertility cases can be related to male factors, while 
another third can be attributed to female factors; and the last third to a contribution of 
factors by both partners. Ferring Pharmaceuticals (2002) further explained that no organic 
or metabolic reason can be found for some couples – despite years of effort of trying to 
conceive; and this is regarded as unexplained infertility. When comparing the sample in 
this study to the statistics, it seems that although a third of the sample’s causes were due 
to male factors, and only a tenth were attributed to female factors; while almost half of 
the causes could be attributed to combined factors, only a tenth was based on unknown 
causes. The next subsection of this chapter discusses the time period or duration of the 
participants’ infertility treatment.  
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7.5.8 Current Treatment 
     Individuals and couples who enter the Artificial Reproductive Treatment programmes 
may have struggled with infertility for a lengthy amount of time. From the research 
review done in Chapter 3 and Chapter 4 of this study, it is evident that the experience of 
infertility treatment was found to be extremely stressful – both physically and 
emotionally. 
     Although the Artificial Reproductive Treatment received was not an inclusive 
criterion for participants, the researcher included this in the biographical questionnaire, in 
order to give the reader a richer background information on the participating sample. The 
frequency distribution of the biographical data for the method of Artificial Reproductive 
Treatment received by the participating sample is thus presented in Table 10. 
 
Table 10 
Method of Artificial Reproductive Treatment Received by the Sample 
Category Frequency (n) Percentage 
IVF 10 100% 
GIFT 0 0% 
Total 10 100% 
 
     In the participating sample, all the individuals or couples (100%) were receiving IVF, 
IVF treatment. The method of Artificial Reproductive Treatment received by the 
participating sample is discussed in the next subsection of this chapter.  
 
  7.5.9 Years on ART Treatment 
     Participants were asked to indicate the length of time during which they had received 
infertility treatment. As indicated in Table 11, no-one in the sample received treatment 
for less than one month; 20.0% received treatment for more then one month, but less than 
six months; and 10.0% received treatment for more than six months, but less than a year, 
while 20.0% received treatment for more than a year, but less than two years. Table 11 
shows that most of the sample (50.0%) had received treatment for two years or longer, 
with 6 years being the maximum. Beyamini, Gozlan and Kokai (2009) stated that 
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infertility treatment has a 25 per cent success rate per treatment cycle, meaning that it 
often has to be repeated several times before a pregnancy occurs, implying that fertility 
treatment can become a lengthy process, which causes the infertility to become part of an 
individual’s or couple’s life, thereby affecting their self-esteem and coping skills and 
overall wellbeing. The frequency distribution of the biographical data for the time period 
or duration that the sample had received treatment is presented below in Table 11. 
 
Table 11 
Period the Sample is Receiving Treatment 
Category Frequency (n) Percentage 
Less than 1 month 0 0% 
1 to 6 months 2 20.0% 
7 to 12 months 1 10.0% 
13 to 24 months  2 20.0% 
More than 24 months 5 50.0% 
Total 10 100% 
 
     Although some of the individuals participating in the current study have children from 
previous relationships with other partners, the researcher feels it imperative that the 
reader note that none of the couples participating in this study have biological children of 
their own within their current couple system. A brief discussion of the biographical and 
standardized questionnaires utilized in the present study follows next.  
 
7.6 Measures 
     The Data for this research study were collected by using a biographical questionnaire, 
as well as standard paper and pencil measures. By doing this, the participants were 
invited to self-report on their thoughts, feelings and actions. Taylor, Peplau and Sears 
(2006) noted that the advantage of self-reporting measures is that it provides the 
researcher with a measurement of subjective states, attitudes and emotions. However, as 
explained in the literature (De Vos, 2000), the researcher was aware that the use of self-
report questionnaires lends itself to the possibility of faking. One of the measures used, 
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the Culture-Free Self-Esteem Inventory, has a built-in lie scale to try and combat any 
possible faking. 
     One of the advantages of using a standardized measure in research is that it allows for 
objective assessment and the reception of comparable results. Due to the low participant 
rate in the current study, the data could not be analyzed by complex statistical methods 
(Elkonin, Foxcroft, Roodt & Astbury, 2001). However, a brief overview of the scores 
was given and discussed in the chapter on the results (Chapter 8) of this research study. 
The disadvantages of using standardized measures are related to the design of the 
measure and its suitability for the measurement in a culture different from the one in 
which the test was standardized (Elkonin et al., 2001).  
     A brief discussion of the biographical questionnaire and standardized questionnaires 
utilized to measure self-esteem and the coping skills in the present study follows.  
 
7.6.1 Biographical Questionnaire  
     A brief non-standardized questionnaire designed by the researcher, based on a 
literature review (Linn, Lewis, Cain & Kimbrough, 1993), was utilized to obtain the 
relevant demographic and biographical information of the participants (Appendix D). 
Although the biographical questionnaire is not the focus of the study, the researcher felt it 
important to describe the sample in terms of the variables discussed in the literature 
chapters of this study. Another reason for including the biographical questionnaire was to 
gather contextual demographic and background information pertaining to the current 
sample of participants. 
     The questionnaire consists of two different sections, all containing closed-ended 
questions. The first section asks demographic information, such as age, gender, home 
language and occupation. The second section probes a history of the patient’s infertility, 
the number of treatment cycles undergone, and the risk factors most commonly attributed 
to the development of infertility. The information was used to describe the sample group 
and to provide a more meaningful interpretation of the results of this study. 
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7.6.2 Culture-Free Self-Esteem Inventory (Culture-Free SEI) 
     James Battle’s (1981, 2002) Culture-Free Self-Esteem Inventory will be used for the 
purposes of this study. Battle recommends the use of the adult version (Form AD). This 
self-evaluative questionnaire, which is intended to measure an individual’s perception of 
worth, or self-esteem, in order to gain greater insight into the individual’s subjective 
feelings, includes three subscales and a lie scale. The three subscales are: 1) General self-
esteem; 2) Social self-esteem; and 3) Personal self-esteem. The general subscale refers to 
an individual’s overall perception of worth. The social subscale refers to perceptions of 
relationships with friends; while the personal subscale refers to an individual’s intimate 
perceptions of his or her own self-worth.  
     The lie scale includes items that are worked into the measure, which indicate 
defensiveness. The instrument without the lie scale consists of 32 items. The items in this 
instrument fall into two groups, which include those that signify a high level of self-
esteem, and those that indicate a low level of self-esteem. The built-in lie scale enables 
the researcher to determine how authentic the reported self-esteem is.   
     Participants are asked to mark either “yes” or “no” for each item (Battle, 1981). The 
inventory, which can be administered individually or in group format, usually requires 15 
to 20 minutes for administration. Scores for the Culture-Free SEI are derived by totaling 
the number of items checked, which indicate a high level of self-esteem, excluding the 
lie-scale. A separate score can be totaled by obtaining the sum of the items checked 
correctly in the lie scale. Therefore, the total possible score for this questionnaire is 32; 
and the highest lie scale score is 8.  
     In addition, separate totals for the subscales can be calculated. The score can then be 
classified according to five intervals, as indicated in Tables 12 and 13 below. In addition, 
the scores can be translated into t-scores. 
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Table 12 
Culture-Free SEI Classification of Self-Esteem Scores 
Score Classification 
30+ Very High 
27-29 High 
20-26 Intermediate 
15-19 Low 
14- Very Low 
 
 
Table 13 
Culture-Free SEI Classification of Subscale Scores 
Scale Very High High Intermediate Low Very Low 
General 15+ 12-14 8-11 5-7 4- 
Personal 8 6-7 4-5 2-3 1 
Social 8 6-7 4-5 2-3 1 
 
     In order to accurately measure self-esteem, the operational definitions presented by 
the specific language of the Culture-Free SEI items must have equal and universal 
meaning for the individuals in each cultural group measured. If the Culture-Free SEI is 
culture-free, strictly speaking then individuals in varying cultural groups and countries 
would respond in a similar way to the questions making up the questionnaire. In other 
words, means and standard deviations would not show any significant difference when 
compared with each other.      
     The content validity of the Culture-Free SEI was ensured by the author through: (1) 
formulating a construct definition of self-esteem; and (2) developing items that aim to 
cover all aspects of the construct. In addition, the concurrent validity ranging from 0.71 
to 0.80 is significant when compared with other measures of personality and self-esteem, 
such as Stanley Coopersmith’s Self-Esteem Inventory, Beck’s depression Inventory and 
the Minnesota Multiphasic Personality Inventory (MMPI). Test-retest correlations for 
individuals over a two-year period indicate a significant reliability for all the subscales 
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(Battle, 1981; 2002). The measure has thus proven to be both valid and reliable (Battle, 
1981). South African studies that have used this measure successfully include studies 
conducted by Howcroft (1991), who looked at the self-esteem of black university 
students; Edwards (2000), who researched the body image of the young African female 
adults in an urban South African context; Williams (2006), who researched father-child 
relationships, attachment styles and self-esteem amongst adults; Cox (2007), who 
explored the self-esteem and satisfaction in life of adolescent girls; Daniels (2008), who 
researched the on- and offline self-esteem and the social anxiety of frequent mobile 
phone-messaging adolescent girls; and Darney (2009), who looked at the experience and 
aftermath of chronic bullying on individuals’ socio-emotional development. These 
studies have proven the Culture-Free SEI to be both valid and reliable when used for the 
South African population.  
 
7.6.3 Coping Resources Inventory (CRI) 
     The Coping Resources Inventory (CRI), developed by Hammer and Marting (1988), 
aims at providing a tool to identify resources that are currently available to individuals in 
managing stress. According to Hammer and Marting, an individual’s self-esteem can be 
enhanced by identifying and acknowledging competencies and resources, as well as their 
deficits and impairments. According to Hammer and Marting (1988), such increased 
knowledge on the role of resources in coping could assist in the planning of prevention 
programmes, and allow researchers to specify more comprehensive models of coping that 
take into account both deficits and resources. However, the primary focus of the 
inventory is to identify resources rather than deficits (Hammer & Marting, 1988). 
     The CRI has been used in a variety of contexts and applications (Kirsten, 2003; 
Madhoo, 1999; Smith, 2006; Wissing & Van Eeden, 1997), including the following: 
 
1) In treatment planning for stress-related problems of individuals in counselling. 
2) In treatment planning for specific rehabilitation programmes. 
3) As a tool for designing stress workshops tailored for specific groups. 
4) As a tool for programme evaluation. 
5) As an educational planning and assessment device in high school health classes. 
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6) As a research instrument to investigate the coping resources in various 
populations, and to provide a standardized measure for research on coping. 
 
     The resource domains of the CRI were devised by the test developers, based on their 
experience in conducting stress programmes, as well as being based on a thorough 
literature review. All the resources that fell into the counselling domain were then 
incorporated into the measure. As a result, the CRI consists of 60 items that are used to 
explore resources in five domains, namely: cognitive, social, emotional, 
spiritual/philosophical and physical (Hammer & Marting, 1988). “I have plenty of 
energy” and “I like myself” are example of the questions asked in the CRI. These, as well 
as other similar questions in the CRI are then rated by the respondent on a four-point 
rating scale to indicate how often s/he has engaged in a particular domain during the past 
six months. The estimated time taken, according to Hammer and Marting (1988), to 
complete the CRI is 10 minutes. The scope of the five domains is as follows: 
 
1) Cognitive (COG): This measures the extent to which individuals maintain a 
positive sense of self-worth, which includes a positive outlook towards others 
and life in general (e.g., I like myself, I feel as worthwhile as anyone else). 
2) Social (SOC): The social domain captures the degree to which individuals are 
actively involved in the social networks that are able to provide support in 
stressful times (e.g., I am comfortable talking to strangers, I show others when I 
care about them). 
3) Emotional (EMO): The items in this domain measure the degree to which 
individuals can accept and express a range of emotions. This is based on the 
premise that an ability to express a range of emotions would reduce the long-
term effects of stress (e.g., I can show it when I am sad; I express my feelings to 
close friends). 
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4) Spiritual/ Philosophical (SP/PHI): This domain measures the degree to which 
individuals are guided by stable and consistent values that are derived from 
religion, family, cultural traditions and from personal philosophy. These values 
could serve to provide meaning in allowing an individual to frame life-events in 
a certain way (e.g., I accept the mysteries of life and death; I can make sense out 
of my world). 
5) Physical (PHY): The physical domain aims to measure the extent to which an 
individual is actively involved in health-promoting behaviours that are believed 
to contribute to increased levels of physical wellbeing (e.g., I have plenty of 
energy; I don’t eat junk food). 
 
     Respondents are required to indicate how often they have engaged in the behaviour 
described in an item over the past six months by using a 4-point scale, which gives the 
options to answer: never, sometimes, often or always. Six items with negative wording 
are reversed-scored, before adding the five individual scale scores. The questionnaire is 
scored using a 4-point Likert-scale system, such that the sum of the item responses for 
each scale constitutes the scale scores. The CRI is hand-scored, using a standardized test 
template provided by the test developers. As the scales have different numbers of items, 
direct inter-scales comparisons based on raw scores are not possible. Thus, the raw scores 
need to be converted to standard scores, which have a mean of 50, and a standard 
deviation of 10-scaled points. The total resource score is then computed by adding the 
five individual scale scores. The higher the scale score, the higher the perceived resources 
(Hammer & Marting, 1988).  
     According to Hammer and Marting (1988), approximately 95 per cent of individuals 
would have a standard score that falls between 30 and 70 points. The conversion of raw 
scores to standard scores is done by using tables provided in the manual of the CRI. As 
there are gender differences in coping resources, separate conversion tables are provided 
for both men and women. 
     The CRI was selected for this study, as it is a short questionnaire, and has good 
validity and reliability. The validity and reliability of the CRI have been tested on a 
number of subjects (Hammer & Marting, 1988). Hammer and Marting found that the CRI 
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has predictive, convergent, divergent, discriminant, as well as concurrent, validity. 
Reliability was proven in that the measure achieved homogeneity of item-content per 
scale, and test-retest reliability investigated over a six-week period. This indicates that the 
CRI scores were relatively stable over time. Internal consistency was further confirmed 
by using Cronbach’s alpha (Cronbach’s alpha = 0.93), which found that the CRI is fairly 
homogeneous and reliably tapped (Aiken, 2000; Hammer & Marting 1988). Although 
this American measure has not yet been normed for a South African population, a 
number of studies have already been conducted at the Nelson Mandela Metropolitan 
University, which have proven this measure to be both valid and reliable when used in 
the South African context.  
     These studies include that of Madhoo (1999), who investigated the coping resources in 
patients in cardiac rehabilitation programmes; Cairns (2001), who investigated the coping 
resources in cancer patients; Brown (2002), who investigated the biopsychosocial coping 
and adjustment of medical professional women; Katalan (2003), who investigated the 
sense of coherence and the coping resources of HIV-positive adult females attending a 
support group; Ferreira (2007), who investigated the coping resources of males and 
females undergoing infertility treatment; and Phillips (2008), who investigated the coping 
resources and subjective wellbeing of females undergoing infertility treatment. 
     The intercorrelations of the CRI scales reveal some overlap among resource constructs 
for the cognitive, social, and emotional scales. Despite this overlap, Hammer and Marting 
(1988) cautioned that their separation seems justified until further available data emerge. 
The relationship among these scales suggests that individuals with a positive outlook also 
have a supportive social network, and are aware of, and can express their emotions. The 
strongest test of validity of a coping measure is its ability to predict symptoms of stress 
over time. In theory, higher resources should be associated with fewer stress symptoms. 
Finally, the CRI’s total resource score has been found to be a significant predictor of 
stress-related symptoms.  
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7.7 Procedure and Data-Collection Technique 
     As the value of a psychological intervention programme for patients undergoing 
infertility treatment is of great interest to the staff of the participating fertility and 
wellness clinic, a written letter of consent for this study to be conducted was received 
from the particular privately managed health-care unit in the Nelson Mandela Metropole3 
area, in order to conduct the research – by using their patients on Artificial Reproductive 
Technology (ART) treatment (Appendix A).  
     The research study was also approved by the Faculty of Health Sciences Research, 
Technology and Innovation Committee (FRTI), as well as the Ethics Committee (Human) 
of the Nelson Mandela Metropolitan University. Although the Managing Director of the 
Fertility and Wellness Unit, as well as the Research Co-ordinator, consented to the 
research study, the ethical parameters and the confidentiality of the medical records – 
containing details of all the possible participants – provided a challenge. It was thus 
decided that the Research Co-ordinator of the participating infertility and wellness centre 
would contact possible participants personally to obtain their consent – bearing the 
inclusion criteria for the participants of this study in mind.  
     The Research Co-ordinator identified potential participants by a process known as 
‘nominations’ (as was discussed earlier in the participants and sampling procedure 
section of this chapter). The Research Co-ordinator also provided the researcher with a 
list of patient names and contact details, who had volunteered to be part of a support 
group that seemed to have not been realized. The identified participants, as well as the 
participants on the provided list, were then contacted by the Research Co-ordinator of the 
clinic to explain the nature of the research project, and to gain verbal consent for their 
participation in the particular project. Each potential participant was then contacted by 
the researcher to confirm their participation. During this contact session, patients were 
encouraged to talk about any concerns they may have on entering the group.  
     As a low participant rate resulted, the researcher in addition to this, placed a press 
release in the local newspapers and social networks asking interested individuals to 
contact the researcher. A bulletin with similar information was also distributed and 
displayed at local churches. However, only two participants were gained in this manner. 
                                                 
3 Previously known as Port Elizabeth 
 182
A possible explanation for the difficulty in obtaining a sample is due to the sensitivity of 
the topic being researched, as well as the fact that people had to commit to three nights 
away from their homes over a three-week period, in order to attend the workshops. 
Another challenge was that many of the participants at the unit are from out of town; and 
thus, although they wanted to participate, it was not logistically possible, due to travelling 
long distances at night.  
     Once participation had been confirmed by the interested individuals, each participant 
was given an envelope prior to the commencement of the first workshop or seminar, 
containing an information or covering letter (Appendix B) on the nature, purpose and 
procedure of the study; a voluntary consent form (Appendix C), a biographical 
questionnaire (Appendix D), the Culture-Free Self-Esteem Inventory (Culture-Free SEI) 
and the Coping Resource Inventory (CRI). Included in each questionnaire, there were 
clear descriptions, explaining how to complete the questionnaire. The researcher also 
explained to the participants how the forms needed to be filled out and these forms and 
questionnaires were completed under the supervision of the researcher.  
     Through the use of a biographical questionnaire, the basic information on each patient 
was obtained. The measures were administered prior to the commencement of the 
workshop. The participants were provided with the documents by the researcher. The 
researcher assisted with the administration of the measure, and briefed the participants on 
the purpose of the measures, and how they were to be completed. This enabled the 
researcher to assist the participants in completing the questionnaire; and it also gave her 
the opportunity to answer any questions the participants might have had during the course 
of completing the questionnaires. Once the questionnaires had been completed, the 
participants returned them to the researcher in a sealed envelope, thereby ensuring 
confidentiality. Although the participants were not required to provide their names for the 
purposes of this study, names were required from those participants who requested 
general feedback on the study in the form of a summary sheet. 
     According to Fouché (2000), response rates are raised by hand-delivery of the 
questionnaires. This improves the response rate, as a result of the personal contact that 
occurs when questionnaires are given to the participants. Furthermore, the response rate 
is increased, as fieldworkers do not approach respondents at an inconvenient time. In the 
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current study, the participants could complete their questionnaires at the start of the first 
workshop or intervention group.  
     Completion of the questionnaire package took about an hour, after which the 
respondents were asked to return the completed questionnaires in the provided envelopes. 
In this study, 30 questionnaires were prepared, and 10 were handed out, of which 10 were 
completed and returned. The remaining questionnaires were not handed out; and it can 
thus be said that the study yielded a 100% return rate. According to Snyman (1984), this 
could be considered to be an excellent return rate. 
     The questionnaires were coded by the researcher with a unique number. This unique 
number was used to match the pre-intervention questionnaires with the post-intervention 
questionnaires. The questionnaires were then scored and re-scored by the researcher to 
eliminate the possibility of any errors. The data were analysed; and the data intended for 
quantitative use resulting from the Culture-Free SEI and the Coping Resources Inventory 
were used, in order to support the interpretation of the qualitative findings. 
     After the pre-test, a series of workshops on related topics was conducted by a group 
facilitator from a professional psycho-educational company. The group facilitator was 
chosen by the researcher for her skills and expertise in the field of psycho-educational 
facilitation, as well as her exceptional talent in bringing people together and helping them 
connect in a natural and relaxed manner. She was also chosen to help in establishing 
validity, reliability and trustworthiness, since the group intervention was presented by a 
neutral party – and not by the researcher herself.  
     The researcher is of the opinion that the participants would be more open and honest 
in sharing, if the group were led by someone they felt was neutral, and not there to 
evaluate the process as such. As this is her full-time occupation, employing her ensured 
that the facilitation process would be professional and correct, which is important when 
dealing with a population of such a sensitive nature as that of infertility patients.      
     The educational component of the group intervention was based on the assumption, as 
previously discussed, that individuals attending the group need accurate information 
about the treatment experiences and the emotions associated with infertility treatment, in 
order to make informed decisions on their adjusted lifestyle and behaviours. Psycho-
education is grounded in health psychology; and it is involved in preventing illness and 
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developing the full potential of individuals. This entails group and individual training that 
focuses on developing skills and competencies, so that individuals can live more goal-
directed and significant lives (Ivey & Simek-Downing, 1980; Fouche, 1995; 2000).  
     Fouche (1995; 2000) identified the three main goals of psycho-education. The first 
goal of is that of prevention. Prevention is further split into three levels. Primary 
prevention focuses on preventing problems from happening; secondary prevention 
concentrates on identifying and treating problems, as early as possible; and tertiary 
prevention tries to lessen the duration and seriousness of problems that have already 
occurred. The second goal of psycho-education is that of development. Human growth 
and development are facilitated through psycho-education. The third goal of psycho-
education is that of education, training and consultation. All of these are methods used to 
maximize each client’s latent potential.  
     Although there was some structure to the programme used for the purposes of this 
study, it is important that infertility patients also be given the opportunity to identify their 
own concerns and issues, rather than having a programme imposed upon them. 
Therefore, experiential learning encourages patients, as it is participatory, and each 
individual teaches something and learns something (Rooth, 2003). According to Rooth 
experiential learning is concerned with more than just the participation of the participants 
in the workshop; it is also concerned with the participant’s past and present experiences, 
and the significance s/he attributes to these experiences. These experiences are linked 
together in life-skills workshops, as the participants bring to each workshop the sum total 
of their previous experiences.   
     It is imperative to note that during experiential learning, the whole person becomes the 
focus: body, mind, thoughts, feelings, actions, and the totality of being (Rooth, 2003). 
Furthermore, when looking at the research literature review done at the outset of this 
study, it is evident that patients feel the need for coping mechanisms, as well as 
psychological support, while undergoing treatment. After an extensive literature review, 
the researcher is of the opinion that these are essential components to successfully cope 
with infertility treatment, a potentially life-long condition if treatment outcomes are 
negative. The support component of this group intervention used cognitive-behavioural 
and brief solution-focused therapy from a strengths’ perspective. Group support and 
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empowerment were encouraged at all times, starting from the first session, because 
feelings of alienation, isolation and stigmatization are strong among persons coping with 
infertility and its treatment procedures (Daniluk, 2001, Ferreira, 2005).  
     On answering the question of: “Why is there a need for an intervention group?”, the 
researcher is of the opinion that although accurate information on infertility treatment can 
be readily understood and assimilated if an information booklet is provided, for example; 
emotional adjustment can take more time to assimilate the experience into one’s 
repertoire of feelings and behaviours; hence, the need for psychological intervention.  
     The intervention consisted of three 150-minute sessions. The first session was used for 
members to get to know each other, as well as for the facilitator to establish rapport with 
each group member. It also provided the researcher with the opportunity to discuss the 
guidelines of the group intervention, and to thoroughly explain the evaluative component 
of the group. The researcher, as well as the facilitator, aimed for this session to create a 
sense of safety and confidentiality for each participant prior to the second and third 
sessions, which were led by the professional group facilitator. She, over the two sessions, 
addressed the maintenance of a good sense of self, while in the midst of treatment cycles. 
She also addressed the issues of coping with infertility treatment and the associated 
feelings. A psychologist was present, and along with the group facilitator led the 
discussions on the topics discussed during the sessions. The third and final session was 
used to discuss the grieving cycle, as well as life after treatment. Although there was a 
request from the participants for a follow-up session, the termination was done; but post-
testing also took place, followed by a focus group to discuss the value of the programme 
presented (Appendix E).   
     A workshop can be defined as a short-term learning experience that encourages active, 
experiential learning, and uses a variety of learning activities to meet the needs of a 
specific group (Brooks-Harris & Stock-Ward, 1999). The advantages of workshops 
include that patients are usually more motivated, as participation is voluntary (Stanford 
University Libraries, 1997) and this was evident in that the participants requested a 
follow-up session.  
     According to Berg (1998), this kind of contact is a very useful tool for gathering 
information, especially when the researcher is interested in understanding the 
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participants’ perceptions of how the participants came to attach certain meanings to 
certain phenomena. These workshops were based on the work of Kvale (1996), who used 
a semi-structured interview. But they still left room to follow up on the answers given by 
the participants during the interview or session. In this way, it was possible to probe the 
answers given by the participants to make sure that what was said by the participants was 
fully understood. Kvale (1996) used the interview as a conversation, in which knowledge 
is created through the different views of the participants. Because the participants were 
under a lot of stress, because of the Artificial Reproductive Technology treatment, and 
because it is a sensitive topic to talk about, the researcher felt that this conversation type 
interview was most appropriate, and would give a rich information base, which could be 
subjected to analysis.  
     Some disadvantages include: Difficulty in finding space to have the workshop; and it 
could also be difficult to cover everything in one workshop session (Stanford University 
Libraries, 1997). Although the researcher and the group facilitator struggled to cover 
everything intended – due to time constraints – it was not possible in an already small 
sample to get participants to commit to more than three sessions prior to the outset of the 
workshops; however, the participants enjoyed the sessions so much that they requested a 
follow-up session. Due to the difficulty in finding a time that was suitable for all 
participants, as well as the group facilitator and the researcher, this session did not 
materialize.  
     Following the workshop the post-test questionnaires were completed. Furthermore, a 
focus group in the form of a semi-structured interview was conducted by the researcher 
and the group facilitator, in order to obtain in-depth information on the attitudes and 
perceptions towards the programme. An advantage of semi-structured focus group 
interviews is that the researcher or interviewer is able to tap into non-observable areas of 
data, such as thoughts, intentions and feelings (Patton, 1990). In addition, interviews 
allow the researcher to build a trust relationship with the participants, and to encourage 
them to speak openly and freely about their experiences (Kvale, 1996). Other advantages 
of semi-structured interviews are that both personal and socially sensitive topics, such as 
infertility treatment, can be discussed more openly. Additionally, the researcher can gain 
an ‘inside view’ of the topic being discussed.  
 187
     An interview guide was used during the focus group (Appendix E). According to 
Patton (1990), an interview guide is a list of questions or topics that guide the researcher 
or interviewer as to what needs to be explored during the course of the session.   
     A disadvantage of a semi-structured interview is that the interpretation of the data can 
be challenging; and that it is time-consuming, as the data gathered must be transcribed 
prior to analyzing them (De Vos, 2000). In addition, the interviewer must be skilled in the 
art of interviewing, in order to encourage the participants to provide the desired 
information. This however, was established by employing a professional in the area of 
group work. 
     The researcher chose a focus group4 for this study, because the goal of self-contained 
focus groups is to explore participants’ opinions and attitudes on the topic being 
researched. Furthermore, a focus group gives greater depth than other research techniques 
simply, because it is based on a sustained relationship between the participants and the 
researcher and also allows for data to be gathered until data saturation is achieved 
(Silverman, 1993). A better understanding was gained of the participants’ views by 
presenting the interview in a relaxed, conversational format.  However, gaining useful 
data from the interview depended on the group facilitator maintaining rapport with the 
participants; as “far from being an impersonal data collector, the interviewer, and not an 
interview schedule or protocol, is the research tool” (Taylor & Bogdan, 1998, p88). The 
researcher is of the opinion that, as evident from the discussion of findings in Chapter 8 
of this study, data saturation was in fact achieved. 
     The advantages of conducting focus groups are that they are an easy and quick way to 
obtain as many ideas from one group as one could with the same amount of individual 
interviews. Concentrated amounts of data can also be collected on the research topic 
(Morgan, 1997). The disadvantages of focus groups could be that they are not in a natural 
setting, that the behaviour of the group might not reflect an individual’s behaviour, and 
that the researcher has less control over the data than is generated by the group (Morgan, 
                                                 
4 The focus group included exercises such as the Wellness Wheel and Grief Awareness. The Wellness 
Wheel explores one’s dimensions of wellness across six domains, i.e. social, physical, emotional, spiritual, 
intellectual and occupational. In the Wellness Wheel each participant subjectively rates their wellness on 
each of these domains on a scale from 1 to 5. The Grief Awareness exercise in turn looks at the stages of 
grief and ask questions aimed at helping an individual understand where they are at in terms of this 
grieving cycle.  
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1997). This difficulty was overcome by employing a professional in the field of 
workshops to conduct the focus session, who – due to her expertise – was able to do it in 
such a manner that it formed part of the natural flow of conversation in the group setting. 
The focus group concentrated on attitudes and perceptions towards infertility, perceptions 
on the presented programme and the content of the programme, suggestions for 
improvement of the programme, and perceptions on being part of the research project 
(Appendix E). The researcher is of the opinion that she gained accurate and unbiased 
feedback, as the workshop was conducted by an independent person and not by the 
researcher herself. All interviews were conducted without a scribe, in order to ensure 
maximum confidentiality. Therefore the researcher asked participants’ permission to tape 
record the sessions. After consent was given by the participants the interviews were 
recorded on audio tapes. And this was labelled with a date and number prior to the start 
of each session. The data collected on the tapes were then transcribed, to ensure a hard 
copy, from which the analysis could be completed. After all the data had been 
transcribed, the interview tapes were destroyed. The data were coded by the researcher, 
as well as by an independent coder. The coded data were then analyzed. 
     Finally, the post-test questionnaires were scored and re-scored by the researcher to 
eliminate the possibility of any error. The qualitative data were coded by the researcher, 
as well as by an independent coder. The coded data were, however, not analysed 
statistically because the sample was too small. The quantitative data obtained were, 
however, used to support the qualitative findings in this research study. The qualitative 
data were analysed, as outlined in the Data Analysis section below. 
     A summary report was made available to the participants, who requested feedback, as 
well as to the Managing Director and the research co-ordinator of the participating 
infertility unit. Furthermore, individual counselling was made available on request, by the 
researcher, to those respondents who felt the need to be debriefed. Finally, a debriefing 
session was conducted involving the group facilitator and the researcher. 
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7.8 Ethical Considerations 
     According to De Vos (2000), a number of unique ethical problems arise when human 
beings are the object of research. Ethical guidelines, according to Vorster (2002), serve as 
a standard and base from which the researcher should evaluate his/her own conduct. 
Struwig and Stead (2001) postulated that ethical principles are concerned with the rights, 
dignity, welfare, respect and courtesy of researchers. In order to maintain good ethical 
practice and a level of professionalism and accountability, a number of ethical guidelines 
were followed, as outlined in Jackson (2003), and Russel and Roberts (2001). This 
involved seeking approval of the Faculty’s Research, Innovation and Technology 
Committee (FRTI), as well as the Ethics Committee (Human) of the Nelson Mandela 
Metropolitan University.  
     The main ethical considerations taken into account, whilst conducting the present 
research study were: informed consent, voluntary participation, confidentiality, 
minimizing of harm to participants, researcher competence, and release of the findings. In 
order to protect the participants taking part in this study, the researcher strictly adhered to 
the necessary ethical considerations (Strydom, 1998), as outlined in more detail in the 
following sections. 
 
 7.8.1 Informed Consent 
     Informed consent was a vital part of the ethical procedure in the research study.  
Informed consent implies that the participant or his or her legal representative 
understands the nature or the goals of the study, the procedures that would be followed 
during the study, as well as the possible risks, which might result from participating (De 
Vos, 2000). Emphasis must be placed on accurate and complete information, so that each 
participant could fully comprehend the study, and consequently, be able to make an 
informed decision about his or her possible participation.  
     Once the nature of the study was explained carefully to each prospective participant, 
according to the covering letter (Appendix B), each participant first gave his/her verbal, 
and later, written consent to participate in this research study (Consent form – Appendix 
C). Leedy and Ormrod (2005) stated that all research conducted involving human beings 
as participants must have informed-consent forms signed by each participant. This 
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enables the participant to make a decision to participate in the study – without feeling that 
s/he was being forced, deceived, or coerced into the decision (Davidson, 2008). The issue 
of informed consent may be the most important ethical consideration in research, due in 
part, to how much it is emphasized in the Psychology profession’s code of ethics. 
     Finally, prior to the start of the workshops, the nature of the study, as well as the 
process to be undertaken, was again explained to each participant by the researcher. The 
participants were also provided with the researcher’s contact number in case any queries, 
concerns or questions might have arisen. At this stage, the participants were also 
informed that they had the right to withdraw from the study at any time. This is called 
voluntary participation; and it will be discussed in greater detail in the next section. 
 
 7.8.2 Voluntary Participation 
     Coercion, in terms of ethical research, refers to forcing and pressurizing a member of 
the population under study to take part in the research study (Pelham & Blanton, 2007). 
This is in direct contradiction to the freedom of any individual to participate or withdraw 
at any time during the research process. The ethical guidelines of voluntary participation 
were adhered to in this study, as the participants were assured in the initial telephonic 
conversation, as well as in the information or covering letter that participation was 
voluntary (Appendix B). Finally, all the participants were treated with respect and value; 
during telephone contact each prospective participant were thanked for his/her interest 
and time irrespective of whether or not they considered participating. 
 
 7.8.3 Confidentiality 
     Confidentiality of information and participants’ details are of the utmost importance, 
particularly considering the nature of the information provided (Jackson, 2003; Wengraf, 
2001). Babbie (2001) distinguished between anonymity and confidentiality. 
Confidentiality implies that only the researcher and a few members involved with the 
research, and who have committed themselves to the confidential nature of the research, 
are aware of the identity of the participants. Anonymity means that no-one, including the 
researcher, should be able to identify any participant afterwards (Babbie, 2001).  
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     The biographical information included in the questionnaires, as well as the 
standardized measures were given anonymity. Confidentiality was stressed prior to each 
workshop by the researcher to all the participants on the information shared in the group, 
to remain in the setting of the group. Due to the nature of personal contact through the 
workshops, anonymity was not possible in this context. 
     When group work is used as the research tool, confidentiality is an especially pertinent 
issue, because the participant makes himself or herself known to the researcher, the 
interviewer, as well as the rest of the group members. In this particular research study, the 
issue of confidentiality was addressed by stressing each participant’s right to a safe 
environment, prior to as well as after, each contact session. While the Research Co-
ordinator of the Infertility and Wellness Clinic knew the identities of all the possible 
participants, the final list of participants was not made known to her. In addition, no 
names were recorded on either the tapes of the contact sessions, the transcripts of these 
sessions, or during any point in the write-up of this study. 
     Finally, confidentiality refers to the data being kept safe, where others may not have 
access to it, and that the data be used only for the purposes of the study. Although the 
question packs provided anonymity, the participants in general did not have any 
anonymity, as the researcher, as well as the professional presenting the workshops or 
seminars knew the names and identities of all the participants. However, all the data were 
kept locked up, and password protected, in order to ensure confidentiality.  
 
 7.8.4 Minimizing Harm to Participants 
     It is of the utmost importance when conducting research to ensure that the participants 
are protected from any physical or psychological discomfort that might arise during their 
participation in the study (Jackson, 2003). The potential risks that could have been 
incurred during participation in this study were relatively low, as the main aim of this 
research was based on improving the psychological wellbeing and functioning of patients 
undergoing infertility treatment. A qualified professional specializing in workshops was 
employed to administer this section of the research. A qualified Clinical Psychologist was 
present at all the contact sessions. Finally, individual counselling was made available to 
any of the respondents who felt the need to be debriefed. 
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  7.8.5 Researcher Competence 
     “Researchers are ethically obliged to ensure that they are competent and adequately 
skilled to undertake a proposed investigation” (de Vos et al., 2002, p.69). The researcher 
has been involved in nine years of research in related topics; the research practitioner has 
also been practising as a Clinical Psychologist both in the Government sector, as well as 
in private practice since 2008. She has been trained in the administration of the tests used 
in this study, and has been utilizing this training since qualifying. She guarded against the 
possibility of researcher bias by means of supervision from her project supervisor, as well 
as continuous consultation with the professional that presented the workshops. She also 
minimized bias by applying standardized measures in the study, in order to improve 
validity and reliability. The statistics were analyzed by an independent third party, so as 
to maximize their authenticity; and the qualitative data were checked by an independent 
coder.  
     Furthermore, “it is necessary for our understanding of our patients, for a sympathetic 
view of the hardness, coldness and brutality that repeatedly bursts through in the 
transference and counter-transference, to recognize that conflict about the present object 
is prior in significance to the host of anxieties over the absent object” (Meltzer & 
Williams, 1988, p.29). Transference can be described as the unconscious process, where 
the clients/participants project their feelings and attitudes that they have had towards a 
significant other onto the researcher. This leads to distortions in the way the participant 
reacts to and perceives the researcher (Corey, Corey & Callanan, 2003). Rogers stated 
that a climate that is acceptant and understanding within the therapy situation leaves little 
to sustain transference; and this, in turn, has the advantage that the participant has the 
opportunity to ‘own’ and explore his/her own fantasies, and to engage in a relationship of 
mutuality. Counter-transference, on the other hand, can be described as the researcher’s 
emotional reactions to a participant, and the subsequent projections made onto the 
participant (Corey et al., 2003). It is essential that the researcher should deal with the 
issues of counter-transference; as it is the ethical responsibility of the researcher to be 
fully self-aware, to detect problems that arise, and to take responsibility for them, so that 
the participant is not harmed or burdened (Corey et al., 2003). 
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     Finally, the researcher has no personal or professional allegiance to any parties who 
may have an interest in the outcome of the project, apart from the nine participants who 
entered into the study with whom a relationship was built – only after they had entered 
into the research project.  
 
 7.8.6 Release of Findings 
     De Vos (2000) argued that the final written report must be accurate, objective, clear 
and unambiguous. It should also contain all the essential and relevant information              
(De Vos, 2000). The research findings of this study were compiled in an accurate and 
objective manner – in an attempt to meet the afore-mentioned criteria.  
     As further suggested by De Vos (2000), the researcher expressed her indebtedness to 
the research participants by maintaining good relations with them through making the 
results of the study available in the form of a summary sheet that provided general 
feedback to the Infertility and Wellness Clinic. The findings will also be communicated 
to the Managing Director and Research Co-ordinator of the participating Infertility and 
Wellness Clinic.  
     Finally, De Vos (2000) adds debriefing as another important guideline in research. He 
stated that debriefing allows the researcher to clarify any misconceptions that she may 
have had during the research process, and which might have prevented it from being a 
learning experience for the participants. The present study adhered to this guideline by 
providing debriefing by a Clinical Psychologist to individual participants who requested 
this. The following section provides an overview of the data-analysis techniques utilized 
in this study. 
 
7.9 The Data Analysis  
     Quantitative data were gathered through two standardized pencil-and-paper measures 
used before as well as after the psychological intervention. While the qualitative data 
were obtained through a biographical questionnaire, three workshops or seminars were 
utilised on related topics, as well as by way of a focus group. Although this study yielded 
quantitative, as well as qualitative data, the sample was too small to do any in-depth 
statistical analysis. This study is essentially a qualitative research project, and the 
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quantitative findings, in the form of simple statistics, would only be used to support the 
qualitative information that emerged from this study. Following, is an outline of how 
each of the components of the data were analysed. 
 
  7.9.1 The Quantitative Data 
     Neuman (2006) defines descriptive statistics as a general type of simple statistics used 
by the researcher to describe basic patterns in the data. Descriptive statistics were utilized 
in order to analyse the biographical data obtained in this study. A nominal-level of 
measurement was used to describe the results obtained in terms of the participants’ age, 
gender, home language, marital status, employment status, as well as any treatment-
related information.  
     The quantitative data of this research project, which aimed to investigate the 
subjective self-esteem and coping skills of infertile patients participating in a 
psychological intervention programme, were analysed with the services of a research 
consultant or an independent statistician, who was employed by the researcher. The 
quantitative data that were obtained from the questionnaires administered during this 
study were analysed by using simple descriptive statistics.  
     Descriptive statistics investigate the mean, range and standard deviation of a measure, 
and they also yield a profile of the participating sample. The mean is a measure of central 
tendency, meaning that it provides numerical values referring to the centre of the 
distribution, while the standard deviation can be described as a measure of variability, 
meaning that it measures the average deviation score from the mean score (Struwig & 
Stead, 2001).  
     The advantage of using the mean is that it can be algebraically manipulated, and is 
also a better estimate of the population mean than other measures of central tendency 
(such as the mode or the median). Determining the standard deviation of the sample’s 
results is important for the purposes of this study, as no norms exists for patients on 
infertility treatment in particular; and thus, the data in this regard needed to be described 
in terms of their mean and distribution.   
     Although the current study is not correlative in nature – describing the data gathered 
using descriptive statistics is an important step towards any understanding of the self-
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esteem, coping skills and perceived experience of fertility patients attending a 
psychological intervention, whilst on fertility treatment. 
 
  7.9.2 The Qualitative Data 
     The qualitative data of this research aimed to investigate the subjective self-esteem 
and coping skills, as well as the psychology of infertility of infertile patients participating 
in a psychological intervention programme. Furthermore, the qualitative data aimed to 
establish the perceived experience of infertile patients who had participated in a 
psychological-intervention programme. The researcher used content analysis to identify 
themes from the participants’ communication in the contact sessions, as well as during 
the focus group.  
     Content analysis is a method for analyzing communication after it has been produced. 
Content analysis is defined as a method of analyzing written or oral communication in a 
systematic manner, in order to classify certain psychological variables into categories or 
themes (Aiken, 2000; Leedy & Ormrod, 2005). Zechmeister, Zechmeister and 
Shaughnessy (2001) further explained that content analysis refers to a variety of 
techniques “for making inferences by objectively identifying specific characteristics of 
messages…” (p.529). Neuman (2003) explained that there are various steps involved in 
content analysis. For the current research, Tesch’s model of content analysis was used, in 
order to analyse the qualitative data thematically in a way, which met the three aims of 
this research study.  
     According to Tesch (in De Vos, 2000), specific steps must be completed when 
analyzing the qualitative data. Tesch (in De Vos, 2000) suggests an eight-step model for 
analyzing the data. The following is a summary of these steps. 
 
1) The researcher needs to gain insight into the data as a whole by reading through 
each case transcript a number of times, and by writing down any ideas that were 
identified. 
2) The researcher selecting from the interviews and the qualitative questionnaire 
establishes what the main themes were, as well as exploring the underlying 
meanings. 
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3) The researcher should make a list of similar themes, as well as of all the topics, 
which have surfaced during his or her readings; and these similar themes should 
be clustered together, and then arranged into columns. 
4) Once the list has been made, the researcher should organise each theme with a 
certain code. The researcher then needs to go back to the transcribed data and 
write these codes next to the appropriate section in the text. 
5) By doing this, the most descriptive text is organised into themes and new 
themes, which the researcher may have missed during the previous transcript 
examining. 
6) Each category is then abbreviated appropriately, and alphabetized. 
7) The data that relate to each category are then grouped together; and a 
preliminary analysis is performed.  
8) At this point, the researcher may feel that it is necessary to recode certain data, 
and he should do so. 
 
     Applicability refers to the degree to which the findings can be applied to other 
contexts and settings or to other respondents (Lincoln & Guba, 1998). The researcher in 
this study aimed to provide sufficient data by offering a complete description of the 
results from all the information gathered during the data-gathering process of this study.                 
De Vos (2000) states that data consistency ensures trustworthiness. This means that the 
findings of the study would be consistent if the inquiry were to be replicated with the 
same subjects in a similar context. The current researcher utilized an experienced and 
independent coder, in order to ensure the consistency of the data obtained during this 
study. Finally, neutrality requires the freedom from bias in the research procedures and in 
the results (Lincoln & Guba, 1998). The triangulation of sources utilized by the 
researcher will be compared, in order to test the reliability of the data.  
     The following section of this chapter describes how validity and trustworthiness will 
be established for the current study.  
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7.10 Establishing Validity, Reliability and Trustworthiness 
     One of the criticisms often levelled against qualitative research is that it lacks both 
reliability and validity when compared with quantitative studies (Pope & Mays, 1995). 
Reliability, validity and trustworthiness, in turn, are commonly interpreted as markers for 
the ‘truth’ in research. It is apparent from the definition of these terms (internal validity is 
to measure what the experiment purports to measure, that is the accuracy of 
measurement; external validity is the generalisability of the findings to other settings; 
reliability is the degree to which an instrument measures the same way each time it is 
used under the same conditions in the same subject) that validity and reliability are 
problematic concepts in qualitative research, as they appear to be quantitative measures 
of the quality of a study (Winter, 2000; Golafshani, 2003). 
     Traditionally, qualitative researchers have sought to devise ways to demonstrate the 
validity and reliability of their work, according to the above definitions. According to this 
approach, internal validity and reliability can be safeguarded if the raw data are 
meticulously recorded, and if the data analysis is conducted independently by two 
different researchers who agree on the analytical process, such as defining codes and the 
re-organization of the data (Pope & Mays, 1995). Alternatively, or in addition, study 
participants can be involved in the data analysis; or they may be asked to assess whether 
the final narrative is a ‘true reflection’ of the interviews.  
     A further important method for demonstrating both validity and reliability in 
qualitative research is triangulation. In the process of triangulation, the same evidence or 
supporting evidence is sought through different means and from different sources 
(including different researchers and their publications) and by demonstrating the 
convergence of the different sets of data (Pope & Mays, 1995; Golafshani, 2003). 
     In this research, attention has been given to these traditional approaches in 
demonstrating the validity and the reliability of qualitative research. The raw data were 
captured, as recommended above, and although the group facilitator served to verify the 
results obtained in this study, the study participants were not involved in the analytical 
process for reasons of confidentiality between the participants themselves. The narratives 
of the qualitative studies were, however, presented to the group facilitator, who was 
involved in the process of data collection, and who confirmed that the reports accounted 
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for the original information gathered from the group sessions. The analytical process 
applied, namely, that of descriptive analysis, further facilitates the validity, as it stays 
close to the raw data (Sandelowski, 2000). In addition, triangulation is repeatedly 
provided in this study, in that quantitative studies underpin the findings of the qualitative 
research; and any accounts given by the participants are supported by the evidence 
generated by other researchers in the field.    
     According to Durrheim and Wassenaar (1999), validity refers to the degree to which 
the research conclusions are sound. The fact that this research project relies on a 
descriptive analysis suggests that some of the conclusions reached would have been 
influenced by the researcher’s own frame of reference, background, and his or her 
personal views. As Silverman (1993) claims: “We only come to look at things in certain 
ways because we have adopted, either tacitly or explicitly, certain ways of seeing” (p.46).  
     However, at no point does this study claim that the results would be absolute and 
indisputable; the results must rather be seen as one version of reality that is based on the 
experiences and opinions of the individual participants. By making use of a focus group 
at the end stage of the research, room is made for the researcher to ensure that the 
descriptions given by the participants are being fully understood. Krueger (1994) 
believed that ‘participant verification’ is a very important step in the data-gathering 
process. Through the use of a focus group, this study has attempted to implement 
participant verification.      
     The validity of the analysis in this study was established by means of three 
procedures. Firstly, in order to ensure that no leading or bias was present during the 
coding process, an independent coder was used to verify the data. Secondly, the 
independent coder made use of Tesch’s model (1990) to extract themes from the raw 
data; and thirdly, Guba’s model of trustworthiness was used to account for researcher 
bias and subjectivity. 
     According to De Vos (2005), Guba’s model includes four aspects of trustworthiness. 
This model is valuable, as it enabled the researcher to determine the internal and external 
validity, reliability and objectivity of the qualitative data obtained during the course of 
this study (De Vos, 2005). Guba and Lincoln (1989) outlined these four aspects of 
Guba’s model that serve as criteria for a qualitative study’s ‘truth value’. Truth value by 
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definition involves the researcher establishing confidence in the truth of the results or 
findings, as well as in terms of the context in which the study was conducted.   
     Guba’s model consists of the following four aspects, namely: credibility, 
transferability, dependability and confirmability. A brief explanation of these constructs 
follows (De Vos, 2005). 
     Credibility is the alternative to internal validity, in which the goal is to demonstrate 
that the study was conducted in a manner that ensures that the research participants were 
identified and described in an accurate way. A researcher should ensure that s/he places 
adequate parameters around the study. This implies an in-depth description, showing the 
complexities of variables and interactions. This would increase the probability that the 
data gathered from the setting would be valid. 
     Transferability, as a criterion of trustworthiness, refers to the degree to which the 
findings can be applied to other settings and contexts outside the study. Durrheim and 
Wassenaar (1999) refer to this phenomenon as reliability. Ensuring reliability in a 
descriptive study is virtually impossible – and, indeed, highly undesirable. As Durrheim 
and Wassenaar point out, researchers undertaking this type of research “expect that 
individuals, groups and organisations would behave differently, and express different 
opinions in changing contexts” (p.64). Due to the fact that this research project aimed to 
describe people’s subjective opinions of resources, emotions and experiences, it is very 
unlikely that exactly the same results would be generated if this project were to be 
repeated. This exploratory-descriptive nature of this research project did not aim to make 
the findings applicable to other situations or settings, as its purpose was to describe the 
perceived experiences of the particular participants. The findings of this study, however, 
are reflected against the background of similar and related research. However, this is not 
a comparison; but it should rather be seen as an attempt to look collaboratively at some of 
the documentation in this field.  
     Dependability is viewed as the alternative to reliability. With reliability, the researcher 
attempts to account for the dynamics surrounding the research subject, such as changing 
conditions, as well as changes in the design, as the researcher gains a more refined 
understanding of the setting. Dependability attempts to determine whether the findings 
would be similar if the study were to be replicated. The literature (De Vos, 2005; Guba & 
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Lincoln, 1989) suggests a change from the positivist assumptions surrounding reliability, 
where it is assumed that we live in an unchanging social world, where results can easily 
be replicated. However, these assumptions are in contrast to the qualitative/interpretative 
view that the world is dynamic, and that any replication of the results is problematic.  
     In this particular study, certain strategies were implemented to maximize consistency, 
including: (a) A detailed description of the research methodology; (b) code-recode 
procedures; and (c) the use of an independent coder. 
     Confirmability represents the fourth and final concept in Guba’s model of 
trustworthiness; and it has to do with neutrality or the traditional concept of objectivity. 
This refers to the extent to which outside influences, biases, perceptions and motivations 
impact the findings of the study. Guba and Lincoln (1989) stressed the fact that others 
should be able to confirm the findings of the study. The goal is to remove the subjective 
influence of some of the characteristics that are inherent to the researcher, and to rather 
focus on the data themselves (De Vos, 2005). The research design of this study was of 
such a nature that any biases of the researcher might well play a part in the findings. 
However, the workshops were conducted by an independent party, and not by the 
researcher herself, in order to establish that minimum bias or leading took place during 
the feedback of the workshop in the focus group.  
     Furthermore, the use of an independent coder was employed to assist in countering 
any potential researcher bias during the data-analysis phase of this study. 
 
7.11 Conclusion 
     The researcher chose the methodology and design used to describe this exploratory-
descriptive study, based on this study’s aims and purpose. The data were gathered by 
using a biographical questionnaire, two measures, namely: (a) The Culture-Free SEI, 
which measures self-esteem; and (b) the CRI which measures coping resources. The 
standardized measures utilized for pre- and post-testing serve merely as supportive 
information to participants’ perceived experience, while attending a psychological 
intervention programme on infertility treatment. The data were also gathered through 
three workshops or seminars, as well as by way of a focus group. Non-probability 
purposive sampling procedure was utilized when choosing the particular infertility 
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patients that participated in this study. Throughout the process, the ethical guidelines 
discussed in this chapter were taken into consideration by the researcher.  
     The quantitative data were statistically analysed, using simple descriptive statistics, 
which described the means and standard deviations of the participants’ self-esteem and 
coping; while the qualitative data were analysed in an exploratory-descriptive manner 
using Tesch’s model of content analysis and Guba’s model of trustworthiness. The results 
obtained are reported and discussed in the next chapter, Chapter 8.  
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CHAPTER 8 
 
 
DATA PRESENTATION AND ANALYSIS 
 
“…all you wanted was [the] luxury 
Of an intimate disclosure to a stranger. 
Let me, therefore, remain the stranger. 
But let me tell you, that to approach the stranger 
Is to invite the unexpected, release a new force, 
Or let the genie out of the bottle. 
It is to start a train of events 
Beyond your control…” 
(Elliot, 1950, p.33). 
 
8.0 Introduction 
     This chapter carries the weight of presenting the data for the analysis with respect to 
the position and aims of this research. The significance of this chapter is to present a 
logical chain of evidence – this research is empirical in that it is based on the data – in 
order to structure an argument for the integration of psychological intervention, self-
esteem, and coping resources in working with patients on a journey of infertility. The 
anonymity of the ten participants of this study will first be addressed. A brief description 
of the couples will be given – in an attempt to enrich each individual participant’s story. 
Thereafter, each of the participants’ stories will be introduced to the reader, in order to 
present some semblance of each person to the reader. Thereafter, a summary of the 
themes of the research will be presented, whereupon each of the themes will be 
individually discussed.  
     The data obtained from the questionnaires will briefly be integrated and interpreted, 
within each participant’s story, as well as across the themes presented – with the goal of 
enhancing the qualitative data and themes discussed in this chapter.  
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 8.1 The Story of the Group 
     The sample participating in this study consisted of ten individuals who all live their 
life-stories within the framework of a couple. Thus, there were five couples within the 
group of participants. For the purposes of the study, Table 14 below gives the reader an 
outline of the ten participants’ names5, as well as which of these participants are a couple.  
 
Table 14 
Participants and Couples 
Participant Name Couple 
1 John 1 
2 Lisa 
3 Robert 2 
4 Jane 
5 Dillon6 3 
6 Emily 
7 Peter 4 
8 Tracy 
9 Ken 5 
10 Liesl 
   
 8.2 The Story of the Participants within the Group 
     Although the focus of the current study was not on couples per se, the researcher felt it 
necessary to introduce each couple, in an attempt to enrich the individual participants’ 
stories of infertility, self-esteem and coping resources, as presented by each participant.  
     According to Peterson, Newton, Rosen, and Schulman (2006), infertility is more than 
just a physical condition for most couples. Infertility represents a seemingly insoluble 
problem that taxes a couple physically, financially, and emotionally. The main sources of 
                                                 
5 Please note that no real names or derivatives thereof were used, in an attempt to protect the individuals, as 
well as couples, who participated in this study.  
 
6 Although Dillon is considered a participant for the purposes of the study and of the analysis of data, he 
did not attend the group sessions and thus he only has an indirect voice. 
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stress for infertility patients are the impact of infertility on their social life, their sexual 
health, and their relationship with their partner (Domar, 2011). Furthermore, infertile 
couples report experiencing stress from various sources: including the treatment itself, the 
effects on the marital relationship, the financial impact of treatment, jealousy when 
friends, family or colleagues conceive, interference with work, and the lack of support 
from loved ones (Schneider & Forthofer, 2005). Couples may also find themselves in the 
throes of moral, religious and ethical dilemmas, as the possibility of carrying donor 
sperm/egg cells or multiple embryos becomes one of the possible ways to have a child 
(Helman, 2001; Kruger, 2006).  
     Thus, after a comprehensive research review done by the researcher (Chapter 4), it is 
evident that the diagnosis of infertility is far from exclusively an individual concern, but 
affects the couple as a system in almost every sphere of their daily functioning and 
wellbeing. Below, each of the five couples’ stories will be introduced, followed by the 
stories of the ten participants. The importance of maintaining their anonymity is strictly 
upheld here; and every effort has been made to conceal their identities. However, every 
attempt has been made to present them as people who are not faceless and not 
anonymous.  
     Although a summary of the test scores for both the Culture-Free and the Self-Esteem 
Inventory; and the Coping Resources Inventory will be presented in Table 15 and Table 
16 below, a thorough analysis and interpretation of the data will be presented when the 
participants are discussed and described.  
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Table 15 
Results of the Culture-Free Self-Esteem Inventory7 
Participant Domain Pre-Test Score Post-Test Score 
  Score Category Score Category 
 
John 
Social 7 High 7 High 
General 13 High 15 Very High 
Personal 2 Low 5 Intermediate 
Total 22 Intermediate 27 High 
      
 
Lisa 
Social 6 High 5 Intermediate 
General 11 Intermediate 14 High 
Personal 3 Low 3 Low 
Total 20 Intermediate 22 Intermediate
      
 
Robert 
Social 6 High 6 High 
General 14 High 14 High 
Personal 6 High 7 High 
Total 26 Intermediate 27 High 
      
 
Jane 
Social 7 High 6 High 
General 12 Intermediate 9 Intermediate 
Personal 2 Low 1 Very Low 
Total 21 Intermediate 16 Low 
      
 
Dillon 
Social n/a n/a n/a n/a 
General n/a n/a n/a n/a 
Personal n/a n/a n/a n/a 
Total n/a n/a n/a n/a 
                                                 
7 The Culture-Free Self-Esteem Inventory has an overall average score of 20-26, with a score of 19 and 
lower being below average, and a score of 27 and higher being above average. See Tables 12 and 13 in the 
previous chapter.  
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Participant Domain Pre-Test Score Post-Test Score8 
  Score Category Score Category 
 
Emily 
Social 8 Very High 8 Very High 
General 16 Very High 15 Very High 
Personal 8 Very High 8 Very High 
Total 32 Very High 31 Very High 
      
 
Peter 
Social 8 Very High 8 Very High 
General 15 Very High 15 Very High 
Personal 6 High 7 High 
Total 29 High 30 High 
      
 
Tracy 
Social 7 High 7 High 
General 16 Very High 14 High 
Personal 6 High 5 Intermediate 
Total 29 High 26 Intermediate
      
 
Ken 
Social 7 High 8 Very High 
General 15 Very High 16 Very High 
Personal 8 Very High 8 Very High 
Total 30 Very High 32 Very High 
      
 
Liesl 
Social 7 High 8 Very High 
General 15 Very High 15 Very High 
Personal 6 High 8 Very High 
Total 28 High 31 Very High 
      
 
                                                 
8The Culture-Free Self-Esteem Inventory has an overall average score of 20-26, with a score of 19 and 
lower being below average, and a score of 27 and higher being above average. See Tables 12 and 13 in the 
previous chapter.  
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Table 16 
Results of the Coping-Resource Inventory9 
Participant Name Domain Pre-Test Score Post-Test Score 
 
 
John 
Cognitive 64 51 
Social 64 47 
Emotional 58 46 
Spiritual 50 41 
Physical 45 43 
Total Score 58 44 
    
 
 
Lisa 
Cognitive 60 49 
Social 48 48 
Emotional 55 51 
Spiritual 59 56 
Physical 38 43 
Total Score 53 50 
    
 
 
Robert 
Cognitive 62 69 
Social 49 47 
Emotional 47 55 
Spiritual 51 55 
Physical 45 53 
Total Score 50 57 
    
 
 
Jane 
Cognitive 58 49 
Social 50 39 
Emotional 51 44 
Spiritual 43 44 
Physical 32 42 
Total Score 45 41 
                                                 
9 The Coping Resources Inventory has an average of 50, with a standard deviation of 10. Thus 40 is below 
average, 50 is average, and 60 is above average.  
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Participant Name Domain Pre-Test Score Post-Test Score10 
 
 
Dillon 
Cognitive n/a n/a 
Social n/a n/a 
Emotional n/a n/a 
Spiritual n/a n/a 
Physical n/a n/a 
Total Score n/a n/a 
    
 
 
Emily 
Cognitive 64 64 
Social 64 66 
Emotional 51 54 
Spiritual 56 61 
Physical 47 58 
Total Score 58 63 
    
 
 
Peter 
Cognitive 53 46 
Social 64 67 
Emotional 60 59 
Spiritual 56 61 
Physical 45 43 
Total Score 59 59 
    
 
 
Tracy 
Cognitive 55 49 
Social 57 54 
Emotional 55 52 
Spiritual 62 59 
Physical 45 45 
Total Score 57 53 
 
 
                                                 
10 The Coping Resources Inventory has an average of 50 with a standard deviation of 10. Thus, 40 is below 
average, 50 is average, and 60 is above average.  
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Participant Name Domain Pre-Test Score Post-Test Score11 
 
 
Ken 
Cognitive 55 51 
Social 64 49 
Emotional 55 46 
Spiritual 61 56 
Physical 53 53 
Total Score 60 51 
    
 
 
Liesl 
Cognitive 60 49 
Social 68 50 
Emotional 58 63 
Spiritual 59 59 
Physical 60 56 
Total Score 64 54 
    
 
     Looking at the findings of the Culture-Free Self-Esteem Inventory, and the Coping 
Resources Inventory, it can be seen that participants’ self-esteem remained the same or 
increased by between 1 and 5 scaled points. There were, however, participants who had a 
drop in their self-esteem score; and this can be attributed to couples who experienced 
personal difficulties during the group interventions, such as: relational problems and 
failed-treatment cycles. On the Coping Resources Inventory, there were a few 
participants who experienced increased coping resources from pre-test to post-test; 
however, the majority of the participants experienced a drop in their perceived coping 
resources; and this can be attributed to the revealing of the ‘real-self’, as discussed in the 
first theme of this research study later on in this chapter.  
                                                 
11 The Coping Resources Inventory has a average of 50 with a standard deviation of 10. Thus 40 is below 
average, 50 is average and 60 is above average.  
 
 
 210
     The Scores obtained during these two measures are looked at in greater depth when 
the participants are introduced individually in the section that follows. 
 
 8.2.1 John and Lisa (Couple 1) 
     John and Lisa are a Xhosa-speaking couple who recently got married. Their contact 
information, like that of most of the other participants was one the researcher got from a 
list of patient names and email addresses for a potential support group that the fertility 
unit wanted to run. However, this group was never realised due to lack of interest. The 
researcher’s contact was with Lisa; and from the moment first contact was made, it was 
evident that she really wanted to be a part of this journey. However, John did not realise 
that he was going to be expected to participate until the night before the group started. He 
explained that he was worried whether there would be other men involved, specifically 
Xhosa-speaking men.  
     John and Lisa have been trying to conceive since they got married; however, they only 
started fertility treatment three months prior to their first contact with the group. John and 
Lisa seemed to have a good relationship, according to our contact, with each other; and 
the main thing the researcher could pick up from them as a couple was that they felt 
under a lot of pressure to conceive for cultural reasons. Despite the fact that they were 
experiencing these feelings of pressure, they were the couple who seemed to try and find 
the lighter side when there were in-depth discussions on feelings. The researcher feels 
that their growth as a couple during the time spent together – although steady – was 
slower than that of some of the other participants.   
 
8.2.1.1 John 
     The researcher’s first contact with John was the night of the first group meeting. John 
is a 36 year-old male, who speaks Xhosa. He was polite and well-groomed, and he 
seemed at ease on the issue of joining in the group. He is married to Lisa, and works as a 
clerk in a departmental post. John is struggling with a low sperm count, and this is the 
reason he and Lisa started their fertility journey. John has no children of his own. 
     Looking at John’s test scores from the Culture-Free Self-Esteem Inventory (Table 15) 
and the Coping Resource Inventory (Table 16) it can be seen on John’s Culture-Free Self-
 211
Esteem Inventory that his total score on this scale indicated that his self-esteem increased. 
On the pre-test he scored an overall score of 22, which can be classified as intermediate; 
while he scored a total score of 27, falling into the ‘high’ range in the post-test. This, in 
turn, might be due to the fact that the group served as a platform for him, in which he 
could express himself and his feelings on the issue of infertility openly. This new-found 
openness might have helped him in feeling more comfortable as a person, as he was 
allowed in this group, although with an unconditional positive request to be his true or 
real self. According to the Culture-Free Self-Esteem Inventory, John’s General and 
Personal Self-Esteem increased; while his Social domain on this measure remained the 
same.       
     However, if we look more closely at John’s general level of coping, as measured by 
the Coping Resources Inventory, it seems to have decreased from pre-test to post-test. 
When comparing the five domains, as measured by the Coping Resource Inventory, 
namely: the Cognitive, Social, Emotional, Spiritual and Physical domains, it can be seen 
that there was a steady decrease in perceived coping resources across all these domains. 
This might be due to the fact that on hearing other participants’ coping strategies, John 
might have felt ill-equipped, especially since in his culture there is so much social 
stigmatization on infertility in individuals. Thus, John’s social, emotional, cognitive and 
spiritual resources might be significantly less than those of the other participants, whose 
cultural views on infertility allow them to see this as a medical problem – rather than as 
an ancestral curse.  
     John participated actively in the group sessions; and was always willing to share his 
opinion on any specific topic. He seemed to enjoy the shared experience, especially 
hearing the opinions of other men on infertility. This was John’s first experience of 
psychological intervention.  
 
   8.2.1.2 Lisa 
     Lisa is a 31 year-old Xhosa-speaking female. Lisa is married to John, and she works 
as a cashier. The researcher’s first contact with her was telephonic. The researcher 
contacted her and asked if she and her partner would be interested to be a part of this 
group. Although she was extremely keen, she admitted at a later stage during the groups, 
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that she had some reluctance to join the group as she was concerned about the size of the 
group, as well as whether or not there would be other Xhosa-speaking participants. 
     Lisa came across as a shy person during our group meetings; however, at times when 
she shared information, it was with great honesty and openness. Medically, there seems 
to be nothing abnormal in Lisa’s reproductive functioning; however, she admitted to 
multiple abortions in her younger years; and this seemed to be a great spiritual struggle 
for her. She also admitted to having lots of guilt feelings for her abortions. 
     Taking a closer look at Lisa’s scores from the Culture-Free Self-Esteem Inventory 
(Table 15) and the Coping Resource Inventory (Table 16), it can be seen that although 
Lisa’s score on the Culture-Free Self-Esteem Inventory remained in the intermediate 
range, her total score increased by two standard points on this scale, indicating a positive 
growth in self-esteem. According to the Culture-Free Self-Esteem Inventory, Lisa’s 
Social and Personal Self-Esteem remained the same; while her General Self-Esteem, 
which refers to an individual’s overall perception of his/her worth, increased. Again, as in 
the case of John, the researcher is of the opinion that the increase in general Self-Esteem 
might be due to the fact that she was allowed to voice her innermost secrets, thereby 
helping her feel more comfortable as an individual.  
     Lisa’s general level of coping, as measured by the Coping Resources Inventory 
decreased from pre-test to post-test. However, it only decreased by three standard points, 
keeping her in the same range of scores, namely average. Lisa’s Cognitive Resources, 
which measure the extent to which individuals maintain a positive sense of self-worth, a 
positive outlook towards others, and life in general, declined significantly. This might be 
attributed to the fact that she shared information on her abortions, which she regards as an 
intimate part of her personal history, for which she feels extremely shameful and guilty. 
However, her scores on Physical Resources, which measure the extent to which an 
individual is actively involved in health-promoting behaviours that are believed to 
contribute to increased levels of physical wellbeing, increased by five standard points.  
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 8.2.2 Robert and Jane (Couple 2) 
     Robert and Jane are an Afrikaans-speaking couple, who although not married, have 
been living together for several years. Jane made contact with the researcher through an 
advertisement that was placed for this group on social media. On first contact with Robert 
and Jane, it was evident that Robert did not want to be a part of this group. Despite this 
reluctance, he was friendly and co-operative; however, he did not volunteer any 
information at the outset of the groups. Jane, on the other hand, was really keen to be a 
part of this journey; and it was evident that she felt this group might be good for their 
relationship.  
     Robert and Jane have been on fertility treatment for the past four years. Neither of 
them have any children of their own. There was a definite discrepancy in this couples’ 
view of their fertility problems, as Robert seemed to think that they were doing well, 
whereas Jane seemed to have a great urgency to start a family. Although individual 
growth in this couple seemed to be significant; as a couple there was very little growth. 
This was underlined, as the researcher was informed that they ended their relationship 
shortly after the last group session. However, on writing this chapter, the researcher was 
informed that they had got back together; they became engaged; and they managed to 
conceive naturally. She is currently 10 weeks pregnant. 
 
8.2.2.1 Robert 
     Robert is a 32 year-old male who is cohabiting with his partner. He is the manager at 
an engineering company, and is currently furthering his studies. Robert has a low sperm 
count, while his partner has endometriosis. Robert, however, made it very clear that he 
was not concerned that they had not yet conceived, as there was ample time still 
available. As mentioned previously, they have been in fertility treatment for four years. 
     Robert’s reluctance to be a part of this group experience was palpable, since first 
contact; and the researcher was almost convinced that he would not return for the second 
group session. Despite being friendly and co-operative, he did not volunteer any 
information at the outset of the groups. However, it was almost visible how Robert 
dropped his defences during the course of the first group, as he seemed to relate more and 
more with the group facilitator. Robert can also be described as one of the participants 
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whose personal growth stood out most during the sessions. He started interacting with the 
group facilitator between sessions, even contributing some material to the workshops. It 
was evident that he enjoyed the groups immensely, which he confirmed in his written 
feedback to the researcher.   
     On taking a closer look at Robert’s scores obtained for the two measures, the Culture-
Free Self-Esteem Inventory (Table 15), and the Coping Resource Inventory (Table 16),  
that were administered before and after the group intervention, it can be seen that Robert 
showed an increased score on the Culture-Free Self-Esteem Inventory. This again 
underlines how much this group experience possibly empowered Robert. According to 
the Culture-Free Self-Esteem Inventory, Robert’s Social and General Self-Esteem 
remained unchanged; while his Personal domain, which measures an individual’s 
intimate perceptions of his or her own self-worth, increased. 
     Robert’s general level of coping, as measured by the Coping Resources Inventory 
increased by seven standard points from pre-test to post-test. Robert showed a steady 
increase in coping across all five domains of the Coping Resources Inventory. As 
mentioned previously, Robert’s reluctance to join the group was visible; however, the 
manner in which he dropped his ‘defences’ and started to enjoy the group was also hard 
to miss. It seems as though the group experience made Robert feel ‘empowered’ again, 
increasing his positivity towards others, and life in general. As the researcher, it was clear 
just how much Robert ‘grew’ during the group sessions.      
      
   8.2.2.2 Jane 
     Jane is a 31 year-old female who suffers from endometriosis. She is currently working 
as a sales executive at a leading car company. Jane is cohabitating with her partner. Jane 
made contact with the researcher through an advertisement that was placed on social 
media, and her enthusiasm to be a part of this group, and to go through this group journey 
was evident, since the outset of our interaction. Prior to the first session, she asked if the 
researcher had any additional reading material. This was then given to her, and by the 
first session, she had read through all the literature sent to her. 
     Taking a closer look at Jane’s scores from the Culture-Free Self-Esteem Inventory 
(Table 15) and the Coping Resource Inventory (Table 16), it can be seen that Jane’s score 
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on the Culture-Free Self-Esteem Inventory declined from pre-test to post-test. There was 
a steady decline across all three domains, as measured by the Culture-Free Self-Esteem 
Inventory; and this can be ascribed to the fact that shortly after the groups ended, she 
informed the researcher that she and Robert had separated due to personal reasons 
surrounding their relationship. 
     Looking more closely at her general level of coping, as measured by the Coping 
Resources Inventory, it can be seen that it also decreased from pre-test to post-test. Jane’s 
Spiritual Resources had, however, increased slightly. These measure the degree to which 
individuals are guided by stable and consistent values that are derived from religion, 
family, cultural traditions and from personal philosophy, as well as her Physical 
resources, which measure the extent to which an individual is actively involved in health-
promoting behaviours that are believed to contribute to increased levels of physical 
wellbeing. However, on the three other domains, cognitive, social and emotional there 
was a steady decline in her scores. Again the decline in Jane’s scores might be attributed 
to the fact that she and her partner, Robert, were experiencing relationship difficulties 
during the course of the group sessions.  
     However, despite her difficulties in her personal relationship during the groups, Jane 
participated actively in the group, and although always positive there was an undercurrent 
of insecurity and worry that the researcher as an experienced therapist could not ignore. 
This insecurity might also be attributed to the fact that Jane was not feeling confident in 
her relationship with Robert. 
 
 8.2.3 Dillon and Emily (Couple 3) 
     Dillon and Emily are an Afrikaans married couple. Dillon could not join our group for 
work-related reasons. Dillon and Emily were referred to the group through the 
participating fertility unit. On first contact, it was evident that Emily wished her husband 
could join in. However she explained that she still wanted to come to this group, as she 
wanted as much information and help in this journey of infertility, as possible. Although 
it was unclear how long they had been on treatment, Emily explained that they had been 
through a couple of failed cycles. 
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     Although Dillon and Emily seem to have a good relationship, Emily made it clear that 
they did not communicate on their fertility problem to the extent that she wished they 
would. This seemed to make Emily very emotional. This couple entered the fertility 
treatment on the basis of male factors. 
   
8.2.3.1 Dillon 
     Although Dillon was considered a participant in the group, he did not actually attend 
the groups due to work-related engagements running across two of the three sessions. For 
the purposes of the analysis, he can be seen as an indirect voice – not so much within the 
group – but within their couple system. Emily, his wife, seemed to struggle in their 
relationship on this crisis of infertility, not because he did not attend the groups, but more 
because he did not seem to enjoy communicating with her with regards to their fertility 
problems. This seemed to make Emily feel very isolated and alone in this crisis, 
especially because they also decided not to share the diagnosis with their family. As 
Dillon was not an active participant, there were no test scores for him. 
 
8.2.3.2 Emily 
     Emily is a 32 year-old female who has been on fertility treatment for an unknown 
period of time. She is married and currently completing her training as a candidate 
attorney. Since first contact with the researcher it was evident that Emily wanted to be a 
part of this group, in order to get any information or support that she could out of it. 
There was a hunger for information, and a hunger for sharing stories with others on the 
same journey of infertility. This is the context in which this participant really stood out. 
     Emily was referred to the group through the participating fertility unit. On first 
contact, it was evident that Emily is a confident young woman who likes to do her best in 
whatever she takes on. Although unclear as to how long they had been on treatment, 
Emily explained that they had been through a couple of failed cycles; and this seemed to 
get her down. It was evident that she really wanted to take the ‘next step’ of having 
offspring as a married couple. Due to her nature of being successful and doing things 
thoroughly, the researcher could see that it was really hard for her to come to terms with 
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this journey of infertility. However, it also seemed as if she used her faith to conquer 
much of her personal struggle on their difficulty in having children. 
     Taking a closer look at Emily’s scores from the Culture-Free Self-Esteem Inventory 
(Table 15) and the Coping Resource Inventory (Table 16), it can be seen that although 
Emily’s Culture-Free Self-Esteem Inventory score decreased by one standard point, she 
remained in the ‘very high’ self-esteem range. 
     Emily’s general level of coping, as measured by the Coping Resources Inventory 
increased from pre-test to post-test. A contributory factor may be the absence of support 
she felt at home. The group intervention afforded her an opportunity to express her 
feelings in an encouraging environment, which may have positively affected her 
perceived Coping Resources, as evidenced by the increase in scores on the Coping 
Resource Inventory. Emily’s Cognitive resources remained the same; while her Social, 
Emotional, Spiritual, and Physical Resources all increased. The most significant increase 
across her five domains was in the Spiritual domain, which measures the degree to which 
individuals are guided by stable and consistent values that are derived from religion, 
family, cultural traditions and from personal philosophy.  
     These values, in turn, serve to provide meaning in allowing an individual to frame 
life-events in a certain way. The researcher is of the opinion that the continued support 
and opinions of the other participants, and how they viewed and experienced their 
infertility diagnosis might have served as a guide for Emily in reframing her own 
treatment cycles and experiences into her life-story. 
     Emily grew tremendously as an individual during the sessions; and through her 
openness and honesty in sharing, she brought a level of depth to the group that was 
invaluable. 
 
 8.2.4 Peter and Tracy (Couple 4) 
     Peter and Tracy were another couple the researcher came in contact with via the list of 
contacts for the proposed support group. Peter and Tracy have been married for 10 years, 
and they started fertility treatment three years ago. Their contentment with their marriage, 
and where they were as a couple on this fertility journey, stood out within the group. 
Peter seems to be very supportive of Tracy, who is not producing any egg cells. During 
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their first fertility-treatment cycle, they were cut off almost at the starting point of 
treatment, as Tracy puts it. Tracy explained that she was not producing any egg cells and 
thus treatments using her own egg cells were impossible. 
     On first contact, Peter and Tracy seemed excited to be there. Tracy’s excitement 
highlights the need for such support systems for people who are undergoing a traumatic 
journey, such as infertility treatment. Despite the deep bond that appeared to mark Peter 
and Tracy’s long-standing marriage, Tracy showed evidence of increased contentment 
during the course of the group programme. Neither of the partners have children of their 
own.  
 
8.2.4.1 Peter 
     Peter is a 38 year-old male who has been married for 10 years. Peter has a demanding 
job as manager of a human resources department for a large food-production company. 
Peter’s contentment with their situation of possibly never having children was evident 
from the outset. His compassion and support for his wife, Tracy’s feelings, showed a 
level of understanding and acceptance that really stood out for the researcher. Peter has 
no children of his own. Although Peter missed a session, he was always willing to give an 
honest opinion. 
     If we look more closely at Peter’s scores obtained for the two measures, the Culture-
Free Self-Esteem Inventory (Table 15), and the Coping Resource Inventory (Table 16), 
that were administered prior to as well as after the group intervention, it can be seen that 
Peter showed an increase of one standard point on the Culture-Free Self-Esteem 
Inventory; and this underlined the fact that he seemed happy with where he is, and has 
come-to-terms with how his life-story is unfolding. Peter’s general level of coping, as 
measured by the Coping Resources Inventory remained unchanged between pre- and 
post-test. This might be due to the fact that Peter seemed happy with where he was in 
terms of their journey of infertility; he might also have felt that he had enough resources 
to draw from outside the group experience.  
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8.2.4.2 Tracy 
     Tracy is a 40-year-old female. She has been married to Peter for the past 10 years, and 
they have known each other since high school. Tracy is a teacher at a local school, and 
enjoys her work thoroughly. Tracy does not produce any egg cells, and thus learnt during 
her first treatment cycle that she is not a candidate for fertility treatment in the traditional 
sense of the word. Thus, donor egg cells, surrogacy and adoption seemed to be the only 
options available to her.  
     From the outset Tracy showed great enthusiasm at the prospect of hearing others’ 
stories – in an attempt to enhance her ability to cope with her personal journey. Tracy 
explained that she just wanted information, as much as possible information, in an 
attempt to come to terms with her current situation. Tracy seems to have overwhelming 
guilt feelings surrounding the fact that she had waited so long (until the age of forty) to 
start a family.  
     Taking a closer look at Tracy’s scores from the Culture-Free Self-Esteem Inventory 
(Table 15) and the Coping Resource Inventory (Table 16), it can be seen that her score on 
the Culture-Free Self-Esteem Inventory decreased from 29, which falls within the high 
range, to 26, which falls within the intermediate range. This decline in score might 
underline her feelings as she grappled with the way forward at this crossroad in her 
infertility journey. 
     Tracy’s general level of coping, as measured by the Coping Resources Inventory 
slightly decreased from pre-test to post-test; however, it remained in the average range. 
This might be due to being faced with the finality and reality that she would most 
probably not have any children of her own. It could also be attributed to the fact that the 
group sessions made her realise that it does not matter how much information and sharing 
there is, her coping is what is going to carry her through this journey of deciding where to 
go from here forward. Tracy’s Cognitive resources showed a steady decline across all 
five domains, as measured by the Coping Resources Inventory. Although Tracy has some 
degree of contentment with her current circumstances, the researcher observed a deep 
sadness that accompanied her acceptance of not being able to have children of her own. 
As a group member, Tracy contributed significantly to the level of sharing within the 
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group; and she also brought a level of depth to the group that was invaluable to the 
understanding of patients undergoing fertility treatment.   
 
 8.2.5 Ken and Liesl (Couple 5) 
     Ken and Liesl are an English-speaking couple who have been married for 
approximately six years. The researcher came in contact with Ken and Liesl from the list 
for potential patients to join the proposed support group. On first contact, it was evident 
that Ken and Liesl wanted to share their journey with others, as well as to listen to other 
couples’ journey. On meeting this couple, just prior to the start of the first group session, 
it was evident that they both shared an eagerness to be there; and they both embraced the 
experience that was about to take place. 
     Ken and Liesl have been on fertility treatment for the past five years; and they entered 
treatment due to Liesl’s endometriosis and Ken’s anti-bodies to his sperm. Ken and Liesl 
share a deep faith; and it seems as though a lot of their ability to cope and remain positive 
within this life crisis rests on their faith in God. As a couple, they have a visibly strong 
bond; and this seems to carry them through this difficult time. The spontaneity with 
which this couple shared their personal experiences brought great value to the climate of 
shared experience the researcher was aiming for in these group sessions. This couple’s 
positive attitude towards their journey seemed to inspire a lot of the other group 
members.   
 
    8.2.5.1 Ken 
     Ken is a 40-year-old male who works as a senior quality engineer. Ken’s sperm has 
anti-bodies, while his wife Liesl suffers from endometriosis. As mentioned earlier, they 
have been on treatment for around five years. Ken has a child of his own from a previous 
relationship. 
     If we take a closer look at Ken’s scores obtained for the two measures, the Culture-
Free Self-Esteem Inventory (Table 15), and the Coping Resource Inventory (Table 16) 
that were administered prior to as well as after the group intervention, it can be seen that 
Ken showed an increased score on the Culture-Free Self-Esteem Inventory. However, 
Ken’s general level of coping, as measured by the Coping Resources Inventory decreased 
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from pre-test to post-test. Ken showed a steady decrease in coping across all five domains 
of the Coping Resources Inventory. This was surprising, as the picture that Ken painted 
to the researcher, the group facilitator, as well as the group, was one of someone who has 
got it all ‘together’ in terms of coping. The researcher is of the opinion that this decline 
can be attributed to the reality that the group sessions brought to each and every person 
involved in the journey of infertility. Ken might have felt that he was coping fine, but 
faced with the reality of sharing one’s story and realizing the reality again of struggling to 
conceive, might have made him acknowledge that he had less Coping Resources than he 
thought.    
     Ken’s positive attitude towards their current situation, as well as his deep faith in God, 
made him stand out within the group. He volunteered information at every possible 
opportunity; and the kind of information he shared seemed to inspire a lot of the group 
members to not lose hope in the possibility of conceiving. In Ken’s honest way in which 
he shared within the group he seemed to elicit a deeper level of sharing amongst all the 
male participants.    
 
   8.2.5.2 Liesl 
     Liesl is a 29-year-old female who works as a sales executive. She has been married to 
Ken for around six years. On first contact, it was evident that Liesl felt that a group 
experience on their diagnosis of infertility would be beneficial to them, as they have not 
shared their diagnosis with many family or friends. On meeting Liesl, her eagerness and 
excitement to be a part of this group were clearly evident. 
     Liesl’s scores obtained for the two measures, the Culture-Free Self-Esteem Inventory 
(Table 15), and the Coping Resource Inventory (Table 16) that were administered prior 
to, as well as after, the group intervention indicated that Liesl showed an increased score 
on the Culture-Free Self-Esteem Inventory, indicating an increase in social, general and 
personal self-esteem. However, Liesl’s general level of coping, as measured by the 
Coping Resources Inventory decreased from pre-test to post-test. There was a steady 
decrease in coping across all the domains of the Coping Resources Inventory except for 
her Spiritual domain, which remained unchanged. The Spiritual domain measures the 
degree to which individuals are guided by stable and consistent values that are derived 
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from religion, family, cultural traditions and from personal philosophy. These values 
could serve to provide meaning in allowing an individual to frame life-events in a certain 
way. This underlines the deep sense of coping that Liesl draws from her spiritual life in 
general. The researcher attributes this decline to the reality that the group sessions 
brought to each and every person involved in the journey of infertility.  
     Although Ken and Liesl share a deep faith in God, it seems as though a lot of her 
ability to remain positive comes from Ken’s positive attitude towards their future of 
becoming parents. Ken also seems extremely supportive in exerting absolutely no 
pressure on them as a couple to conceive. Liesl had an openness and honesty in her 
sharing of her story that contributed greatly to the therapeutic nature of the group. 
Although she was always realistic in her sharing of feelings and information, her 
contribution to the group’s depth was invaluable.   
 
 8.3 About the Themes of the Research 
     The core, or central theme, or aim in this research, revolves around the psychology of 
infertility – with specific reference to the self-esteem and coping ability of participants 
who have undergone fertility treatment. In this study, although the psychology of 
infertility is the driving construct of this research, at times the word ‘narrative of 
infertility’ was used interchangeably since it provided for a richer description of the 
stories told by the participants. For the purposes of a greater understanding of the concept 
of the three constructs: the psychology of infertility, self-esteem, and coping, the 
researcher included three general research statements or specific aims to guide this 
research. 
 
1. For the purposes of this study, the psychology of infertility means patients’ 
experiences, perceptions, understanding and accounts of the physical and 
emotional aspects surrounding infertility and the treatment of infertility. 
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2. For the purposes of this study, self-esteem means the perception one forms of 
oneself during the course of a life crisis, such as a diagnosis of infertility. It also 
looks more closely at what dimensions of one’s self-esteem are affected by 
treatment and the journey of infertility in general. It also looks at what other 
factors influence self-esteem: either positively or negatively. 
3. For the purposes of this study, coping means that which every person draws from 
within them (internally) or from the world around them (externally) in order to 
make the pain of the crisis of infertility more tolerable to themselves. It also 
refers to the coping responses utilized during treatment and thereafter, whether 
constructive or destructive. 
 
     Psychological intervention, such as the group experience implemented during this 
study, provides patients with a platform to share their experiences with other patients on 
the same or a similar journey. Although the central theme is not explicitly discussed on 
its own, all the themes that have been identified are connected to the central theme of 
self-esteem, coping and the psychology of infertility and will be used to further expand 
on the core themes. Table 17 below gives an outline of how the themes identified relate 
to the central constructs of self-esteem, coping and the psychology of infertility.  
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Table 17 
Which Themes Relate to the Central Constructs of the Study 
Theme Self-Esteem Coping Psychology of 
Infertility 
Real Self  
vs  
Ideal Self 
 
● 
 
● 
 
● 
Narrative  
of  
Infertility 
 
● 
 
 
 
● 
Coping  
As Tool 
To Form A 
Coherent Narrative 
 
 
 
 
 
● 
 
 
● 
Hope  
in  
Faith and Time 
 
● 
 
● 
 
● 
Inviting  
The 
Unexpected 
 
● 
 
● 
 
 
 
     Instead of opting to discuss the main theme per se, it seems more effective to discuss 
and individually present the supporting and connected themes, which revolve around and 
relate to the major core theme of self-esteem, coping and the psychology of infertility. 
The themes that have been identified are presented in Table 18 below. Table 18 lists all 
the themes that will be discussed individually under separate headings that follow. It is 
important to take note that this separation is artificial to some extent; and that all the 
themes are ultimately interrelated to the core theme of the study. Table 18 presents the 
themes as they flow from and into one another. 
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Table 18 
The Interrelatedness of Themes 
Central Theme Themes Identified Sub-Themes Identified 
 
 
 
 
 
 
 
 
 
 
 
Self-Esteem, 
Coping  
and the  
Psychology of 
Infertility 
 
Real Self 
vs 
Ideal Self 
 Real vs. Ideal 
 Self-Esteem 
 Body Concepts 
 Coping – Support 
 Feelings of betrayal by God, self and others 
 
 
 
The 
Narrative  
of  
Infertility 
 Infertility as a Daily Experience 
 Emotions associated with Infertility 
 What if? : Realism vs Idealism 
 Intimacy 
 False Positive and Negative Results 
 Time 
 Gender Perceptions 
 Self-Esteem 
 Faith 
Coping  
as  
Tool  
to  
Form  
a  
Coherent Narrative 
 Feeling Misunderstood 
 Support 
 Re-channelling Focus 
 Hope 
 Faith 
 Denial 
 Bargaining 
Hope 
in 
Faith  
and Time 
 Hope 
 Faith 
 Time 
 Realism vs Idealism 
Inviting  
The  
Unexpected 
 Partnership and Connection 
 Fear 
 Real-Self vs Ideal-Self 
 Learning 
 226
     Separation of the themes is merely for the sake of convenience and for ease of 
reference and reading. A long, uninterrupted text would be difficult to read, but would be 
more accurately reflective of the interrelatedness of the data and the themes. The 
identification of these themes should not be taken to imply single and indivisible 
phenomena, but should be read with the idea that every theme is divisible and further 
analysable.  
     The first theme, Real Self vs Ideal Self, is presented and relates to the idea of 
uncovering and presenting the real self not only to oneself, but also to the group within 
the study. It became clear in this research that the participants presented to the world a 
self that they felt would be acceptable and free from a discoursed narrative; they thus 
presented a self that would tell a story of a coherent narrative to others, that of their ideal 
self.  
     The second theme, Infertility as Narrative, is grounded in the idea of telling one’s true 
narrative on the experiences and diagnosis of infertility. It depicts how one’s life script 
feels when one is confronted with a trauma, such as infertility, and also how it affects 
one’s sense of self.  
     In the third theme, Coping as a Tool to form a Coherent Narrative, the importance of 
coping, in order to have a coherent life narrative, is discussed. Here, the researcher looks 
at just how hard it is to be comfortable when one feels that the world does not understand 
one, and despite this misunderstanding, the researcher tries to depict what it is exactly 
that keeps these patients from having a coherent life narrative in spite of their difficulties.  
     The fourth theme arose from a combination of sub-themes discussed in the first three 
themes. This theme, Hope in Faith and Time, arose after in-depth research on this topic of 
patients dealing with infertility, and a message that was sent out by the participants that 
needed to be heard. The researcher felt that this was part of the narrative of these 
individuals and part of the journey of infertility that is so important to understand in 
working with these individuals. The theme is concerned with how these patients 
desperately hope for a child of their own; but how this desperate hope is driven by faith 
and the concept of the time available to each individual. The biggest struggle within this 
theme is centred on whether it is realistic to hope, and to have faith; and is this hope and 
faith enough to be granted a biological child?  
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     The fifth and final theme is that of Inviting the Unexpected. In this theme, the 
reluctance of participants coming to a group with such a sensitive nature is explored. 
Here, the researcher looks at how this reluctance or fear seems to diminish, as soon as 
participants find a connectedness with each other through their vulnerability, in this case, 
struggling with infertility. Finally, this theme explores how this sense of connectedness 
can increase the openness and the willingness of participants to reveal their true selves to 
each other, and even to the world. In the next section, the theme of the real self vs the 
ideal self will be discussed.     
 
8.4 Themes  
 
8.4.1 Real Self vs Ideal Self 
 
     The real/ideal terminology initially found its way into the adult clinical literature 
through the efforts of Rogers and his colleagues (Rogers & Dymond, 1954). In addition 
to developing the self-representation of their actual attributes and strengths, what has 
been termed as the real self-concept, individuals construct representations for what they 
want to be, or feel that they should be, namely, a concept of their ideal self (Harter, 
1999).  
     This significant theme arose from the idea that portraying oneself to be at a specific 
place within one’s life and wellbeing (ideal self) seemed almost like an integral part of 
going through a treatment cycle. One participant underlined this saying: “In [the] light of 
what we all are going through, we tend to say, I am okay, I am doing alright, but when 
put on paper your current situation becomes more real.” Another participant confirmed 
this idea saying: “You want to project to people you are a four out of five when you know 
you are actually only a one.” This notion of feeling okay or presenting as okay to the 
world seemed to come through strongly during the pre- and post-test done as well. This 
might explain why the participants in general scored more highly on the Coping 
Resources Inventory during the pre-testing compared with the post-testing. The 
researcher is of the opinion that the pre-test scores might have been so elevated due to 
participants wanting to present a good enough picture of themselves.  
     It is thus evident that the participants felt that if one was on fertility treatment, to 
interact at a level perceived to be normal and acceptable with others (friends, society, 
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etc.), one needed to be one’s ideal self. This image of ideal self was so strong that it 
seemed as though the participants came to the group truly believing that this was who 
they were. And this was confirmed through comments such as: “Helped me to actually 
think about things I tend to avoid in my current situation”; and “It helped me to be honest 
with myself, as it was between me and the paper.”  
     Thus, it is almost as though patients received a voice during the group sessions that 
helped them realize that their experience and their opinions of themselves had been 
conditional, and that they portrayed a self into the world that increasingly felt less real 
and less comfortable. Thus, the wellness wheel work done during the first group session, 
to see where the participants were, served as an insight to each and every participant, as 
to where they were, who their real selves really were. This was underlined through 
comments patients made after the wellness-wheel exercise, such as: “The wheel 
encouraged honesty with myself”; and “It helped me to just again realize this is who I 
am.” Another participant said: “The wheel forced me to be truthful or genuine to myself.” 
Other comments included: “We are so wrapped up in [the] physical aspects of our body, 
the wellness wheel helped me to step back and see where I am at in general”; and “To put 
on paper how you feel, what you think and where you are on an emotional level helped to 
put things into perspective again.”  
     This relates closely to Winnicott’s notion (1965, 1971) of the development of a ‘false 
self’ that comes into existence, in order to hide and protect the real self. For the 
participants in this study, the shared experience with other group members, as well as the 
exercises done in the group format, such as the wellness wheel, started to open up 
reflections and mirrors of real experiences and feelings of self, allowing them to express 
parts of the self that had been ‘split off’ or hidden – in a sense – not only to the world, but 
also to themselves. One participant confirmed this by saying: “The paper was my 
mirror.” 
     Thus, in a sense, the group became a place of expression to heal the real self of each 
participant. This is confirmed through participant contributions made after the wellness 
wheel exercise. One participant said: “The wellness wheel helped me to start moving 
forward on a personal level”; while another said “It encouraged me to see which areas I 
need to grow, in [order] to get to a four or a five.” Finally, one participant voiced: “Until 
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we know where we are, we cannot actually make a decision to grow anywhere, because 
we need to start at a point.” These words echoed throughout the time spent together as it 
seemed as though for some of, if not for all the participants, the group experience served 
to peel off bits of the ideal self from each participant – ultimately revealing each and 
every person’s real self. Thus, the participant observer or researcher was able to witness 
how truth and one’s true self became apparent in each participant during the course of the 
time spent together in the groups. 
     The implication of uncovering this truth or discrepancy between the real and the ideal 
self-concepts are of particular relevance, since failure to achieve one’s ideals would result 
in negative outcomes, such as anxiety, low self-esteem, and ultimately depression 
(Harter, 1999). If looking at the Culture-Free Self-Esteem scores obtained during pre- and 
post-testing, then this unveiling of each and every participant’s true self is underlined by 
the fact that most participants had an increase in self-esteem scores (the result of a 
smaller discrepancy between the real and the ideal self) despite a general decline in 
perceived-coping resources. 
     One of the basic and most important of people’s reactions when they come into 
contact with the outside world, is that of evaluating (Tesser, 2003). People evaluate not 
only their environment; they also evaluate themselves to form a perception of their own 
worth (self-esteem) (Harter, 1990), about how much control they are able to exercise over 
their own affairs (Rotter, 1966), and about the value of life and their personal 
vulnerability (Watson, 2000).  
     The group as a whole seemed to make the connection that they hide real parts of 
themselves from others in a way of avoiding being seen as dysfunctional due to their 
infertility diagnosis. This also seems to serve as a mechanism to not draw too much 
attention to oneself, with regard to the journey that they are on. It also seems that the 
discrepancy between the participants’ real self and their ideal self might have had a 
negative influence on each participant’s evaluation of themselves and their environment.  
     According to Dr Morris Rosenberg (1986), self-esteem is the sum of the individual’s 
thoughts and feelings with reference to himself as an object. Thus, self-esteem is based 
on the formation of the self-concept, where the self-concept speaks of who you are (the 
real self) and self-esteem is how you feel about who you are. It is an evaluative term that 
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reflects a person’s perceptions of his or her personal abilities and characteristics (Fetro, 
1992). James Battle’s (1981) definition of self-esteem (on which he built his well-
acclaimed measure) is “the perception that the individual possesses of his or her own 
worth” (p.14). 
     Looking at comments made within the group situation, it is evident that the women in 
the group had questions on their worth as a woman, friend and wife. Tracy said: “You feel 
a bit less of a person”; while Jane said: “I feel not good enough.” Tracy elaborated on 
these feelings of inadequacy saying: “You are not a horrible person; you haven’t done 
anything, but still I am nasty to myself. Sometimes I will sit back and be nasty to myself 
because sometimes that is just a little less painful…it covers my pain. You will say 
something nasty about yourself and you know it is not true. To be down about something 
gives you a booster.”  
     Tracy was trying to bring across two distinct and very important points in this 
comment. Firstly, she was trying to explain that to be nasty to herself is less painful than 
the rejection received from friends and society, because she doesn’t have any children. 
This she underlines by saying: “I do not get invited to parties because I don’t have 
children, and there will be children.” This comment seemed to elicit a lot of reaction 
from the female participants.  
     Emily replied saying: “I have lost a lot of friends because I do not have children. You 
don’t have children; you don’t understand.” Liesl explained that although she still has 
friends, it is hard for her to interact with them when it comes to baby showers or 
children’s parties. She explained this by saying: “One of my friends had a baby shower 
and I said to my husband I just can’t do it, I just can’t go.” In reply to this, Tracy’s deep 
sense of her true self being rejected came through again. She said: “I can do baby 
showers, people just don’t invite me because we are struggling to fall pregnant. My 
friend basis has diminished.” Emily, however, related to Liesl saying that although she 
can still go to children-related events it is like: “If you don’t have children you are not 
allowed to have an opinion about children. You don’t have children; so you can’t have an 
opinion.” Emily said this makes her feel: “…incomplete as a friend. I feel my friends 
think I do not have children, so I don’t understand the world.” Liesl also felt the same 
way, saying: “I feel incomplete and worthless as a wife, as I am unable to give my 
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husband a child.  I feel robbed as a friend, robbed as a woman, and robbed as a wife.” 
Jane echoed this by saying: “I feel incomplete as a woman.”  
     For the symbolic interactionists, there was an implicit internalization process through 
which an individual came to adopt, and eventually to own personally, the initial values 
and opinions of significant others. Cooley (1902, as cited in Harter, 1999), in his 
‘looking-glass-self’ formulation, was perhaps most explicit in observing that significant 
others constituted social mirrors into which one gazes, in order to detect his or her 
opinions towards the self. These perceived opinions, in turn, are then incorporated into 
the evaluation of one’s worth as a person (Harter, 1999).  
     Rogers highlighted the negative effect that an overly critical self-judgment has on an 
individual. He believed that harsh and rejecting judgments keep the individual from 
accepting him or herself; and therefore, they cause severe suffering, which leads to an 
underlying doubt of one’s worth and competence (Coopersmith, 1981). According to 
Rogers (1951), an environment that is unconditional and permits freedom of expression 
of ideas and feelings would enable individuals to know and accept themselves. 
     During this group, it became evident that participants felt as though they were being 
evaluated negatively by their peers for not having any children. This, in turn, led these 
participants to start hiding even bigger parts of their real selves from the world, in order 
to preserve as much as possible of their coherent life story or their ideal selves. It seems 
almost as though the unconditional environment that was created within the group 
context provided these participants with the opportunity to ‘marry’ their real selves with 
their ideal selves. 
     Lerner and Spanier (1980) found that the self-concept is related to attitudes about 
one’s body, and that the more attractive or effective individuals believed their bodies to 
be, the more positive their self-esteem. In the group of participants, there were 
contradictory opinions with regard to one’s body perception. The men seemed to feel that 
they were still alright. John said: “I feel physically well even though we have a fertility 
problem.” While Robert agreed, saying “My body is still okay.” John also said: “As long 
as we keep healthy, then you can always still say, even if you are old, you don’t say there 
is still time because I am young, you say there is still time because my whole body and my 
whole system is still working fine. I can still go try other ways and other means (until it’s 
 232
successful).” Another participant said: “Age can be pressure, but for us we shouldn’t be 
looking at things like that, we should be looking at keeping healthy so when it happens 
you did your best.”  
     In reply to this, Tracy, who just had her 41st birthday, said: “Age does affect your 
mindset negatively.” While there are many factors interfering with the physiological 
process of conception, especially as women age, the stress of going through the process 
has a major impact on the couple and seems to interfere with the success of treatments 
(Katz, 2008). Ken seemed to think Tracy should not be so hard on herself; and in reply, 
he said: “One doesn’t have to have everything perfect in their body to become pregnant. 
Mary was impregnated through spiritual by God, Ruth was barren; same thing with her, 
what I am saying is God makes miracles happen, you don’t have to have eggs to be able 
to fall pregnant from a spiritual point.” 
     Due to the fact that men have a higher age at which they are still fertile, it was evident 
that they were still able to be positive on the idea of conceiving, regardless of their age. 
To the men in the group, it seemed as though there was this affirmation that if one 
sustains one’s health and one’s body, it is bound to happen, you are bound to fall 
pregnant, irrespective of whether medically it is possible or not. What was interesting 
was the fact that most of these comments with regard to feeling ‘okay’ about one’s body 
came from those men with a low sperm count.  
     The idea that self-esteem impacts on our wellness is not a new concept. William 
James (1892) wrote that our feeling in this world depends entirely on what we back 
ourselves to be and do. Self-esteem, also referred to as self-worth, is a significant 
predictor of outcomes during adulthood, and a life crises such as fertility treatment, are 
regarded as an important aspect of one’s social and cognitive wellbeing (Wigfield, Battle, 
Keller, & Eccles, 2002). 
     According to Santrock (2001), the family remains one’s most important source of 
social support; and thus, the acceptance of a condition, such as a diagnosis of infertility 
by the family, would play an integral role in how these individuals would come to judge 
themselves. Thus, a positive support network from family in a life crisis, such as 
infertility would lead individuals to exhibit a positive family self-esteem, which better 
equips them to deal with life challenges, such as infertility treatment. Thus, in order to 
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feel more positive about oneself and have a higher level of self-esteem, an individual 
needs to believe that they have their family’s support.  
     Liesl seemed to have a lot of family support. She said: “It also helps to know that we 
are not on this journey alone, our families too, they know that we are in this process and 
they are there to listen to whatever. Sometimes you don’t make sense when you talk about 
your fertility when you come from the doctor, but still your family is still there to lend a 
ear, they are the first people you can open up to before you look at people and calculate; 
should I tell you or shouldn’t I tell you.”  
     However, it seemed that there was a split within the group with regard to whether to 
tell or not to tell one’s family. John, Lisa, Peter, Tracy and Emily were the members in 
the group who decided not to tell their families about the treatment they were receiving. 
Emily explained that: “My mother and my mother-in-law both are very concerned, very 
loving and very concerned and I would just not be able to cope with that as well.” She 
further said to the other participants: “I actually take my hat off to you guys who have 
spoken to your families about it. We took a conscious decision not to tell our families, just 
because we decided that it would be added pressure; someone asking about it.” Liesl was 
quite concerned by this comment, saying: “If you don’t have someone to speak to it is 
quite a big deal. If I didn’t have anyone to talk to…I would be a mess.”  
     However, despite the fact that she feels family support is essential within the process 
of coping with a treatment cycle, she said: “After our first cycle we actually did tell 
family; and to send out those smses saying the result is negative was the worst thing.” 
Jane confirmed this by saying: “The worst is if a family member says don’t think about it, 
you just need more time…that hurts the most.”  
     It thus seems that the participants in general felt that although it is necessary for 
family to know that you are struggling to fall pregnant, and to support you in your 
diagnosis of infertility, it is not always advisable to tell the family prior to a cycle that 
you are going for treatment, but rather post a cycle that you have been for treatment. One 
participant confirmed this, by saying: “When we went through our fourth cycle, I didn’t 
want to tell anyone because when we went for the first three cycles people were phoning; 
how far are you?; what is going on?; what’s happening?, and you know it is like you are 
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trying to get into a zone where you are dealing with it at your own pace and now you 
have to deal with everyone else.” 
     It thus seems that for some of the participants, it was easier not to tell family and 
friends; and thus, these participants unknowingly isolate themselves to some extent, 
increasing the discrepancy between their real selves and their ideal selves. It seemed to be 
a theme running right through that if you did not tell your family, you most probably also 
have not told your friends. The only participant who decided not to tell family, but 
however, did tell her friends was Emily. She said: “We have fantastic friends, they have 
been with us through both cycles and really they have been our sounding boards and our 
support.” Jane also voiced the opinion that they found their support in good friends 
saying: “Infertility consumed me, until I realized I am not alone in this. Support of good 
friends has helped us.” Liesl explained: “Supportive friends that will journey with you 
and not say ‘but what is meant to be’ or ‘shift your focus’ is the key in your process of 
coping.” John voiced that not only does one need support from family and friends. He 
said: “Sharing doctor’s appointments is very important in coping, otherwise my wife goes 
on her own, and when she gets home she has to go through everything again when I ask 
her about what has happened at the doctor.” His wife agreed with him; however, she 
said: “Although I speak to my husband about what I am going through I cannot speak to 
him about everything because he worries a lot, so I tend to speak to close friends. It helps 
to speak about things.” 
     Social self-esteem focuses on one’s feelings about social relationships (Pope et al., 
1989). In the society we live in, judgments from friends are very important to us and 
contribute significantly to our self-esteem. When individuals find a group of people, they 
can identify with and share concerns with, it is likely that their level of self-esteem would 
increase. According to Berghuis and Stanton (2002), women were protected from 
depressive symptoms, when they made use of social support. Resolve (2004) goes on to 
say that having someone to talk to about your fears and anxieties can make a big 
difference in coping abilities. Furthermore, the presence of positive social relationships is 
also seen as an important predictor of subjective wellbeing (Diener, Lucas, Smith, & Suh, 
1999; Myers, 2000).  
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     Compton (2005) reported that the perception of being in a supportive social 
relationship is related to high levels of self-esteem, successful coping, better health, and 
fewer psychological deficits. When looking at the broad spectrum of patients who had 
joined the group, these assumptions are evident. There were one or two participants that 
seemed to have a deep underlying sense of depression or low mood; and these 
participants were the ones who had decided to keep their infertility a secret. 
     A number of investigators have questioned the assumption that the inferred appraisals 
of others’ support necessarily precede self-evaluations, such as global self-esteem 
(Felson, 1993; Juhasz, 1992). The alternative is also plausible, namely, that self-
evaluations may be driving one’s perceptions of the opinions of others. This came 
through quite strongly within this study, since those participants who were more open 
about their treatment and their diagnosis seemed to perceive getting a lot more support 
from others, while the participants who decided not to inform family or friends about 
their diagnosis seemed to perceive the world as being less friendly; and they also 
perceived people to have a less positive attitude towards them being childless.  
     According to Felson and Zielinski (1989), “support increases self-esteem, which 
increases support (or perceived support), which in turn, increases self-esteem” (p.219). 
“Because the self-image is based on how we wish we were (ideal self), on what we fear 
we are (real self), or how we would like the world to see us (ideal self), it prevents us 
from seeing ourselves clearly” (Tulka, 1978, p.102 – 103). When looking at research 
done on infertility treatment and self-esteem, it is evident that treatment cycles, whether 
positive or negative, significantly influence an individual’s feelings or perception of the 
self. Although Battle (1981) stated that once the individual’s perception of self-worth is 
established, it tends to be fairly stable and resistant to change, Dooley (2006) felt that 
being confronted with a life crisis, such as infertility could have a significant impact on 
one’s self-esteem and feelings of self-worth.  
     Modern society, despite many social changes, still perceives motherhood as the 
natural role of a woman (Kruger, 2006). Men and Women, operating within the context 
of cultural and societal expectations, consider it important to be seen as healthy, normal 
and capable of reproduction; and they feel the need to be reassured that they are not 
damaged or defective. Furthermore, couples experience a strong sense of betrayal and 
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confusion when faced with infertility as: “Being a mother or father is a primary source of 
self-identity. The two individuals involved construct identities about who they are and 
where they are, and how they fit into the world, and construct social definitions consistent 
with the social definition of marriage and family” (Atwood & Dobkin, 1992, p.393 as 
cited in Compton, 2005).  
     According to this Jamesian perspective, self-esteem correlates positively with how 
well one performs and lives with perceived societal norms and standards (March, 1993). 
Thus, this leads us into the second theme of Infertility as Narrative. Before leaving this 
current theme, the researcher feels it imperative to quote Brown (1998) who said: 
“Although self-esteem is strongly related to what people think they are like, it is virtually 
unrelated to what people are really like” (p.225). From a Buddhist perspective, the 
preoccupation with the self, watching oneself as an external object, is a form of 
ignorance, labelled self-observing ignorance. Trungpa (1976) noted that self-observation 
can actually be dangerous; it can involve watching yourself like a hungry cat watching 
mice. 
 
  8.4.2 The Narrative of Infertility 
     When contemporary psychologists study lives, they are likely to find themselves 
listening to the stories their subjects tell, and trying to discern the central, underlying 
story that animates any particular person’s life. Through in-depth exposure of the 
researcher to the subjective reality of the chosen subjects, he or she develops a certain 
level of sympathy and empathy for the person or group being researched, and this can be 
translated into a vivid and emotionally compelling life story, and conveyed to the reader 
(Mouton, 1988). It is not uncommon for qualitative case researchers to call for letting the 
case ‘tell its own story’ (Carter, 1993), and this study has been no exception. The 
participants’ own story of infertility spontaneously took on form, making this narrative of 
experiences on infertility a central theme in this research. 
     Thus, this theme arose as participants felt that infertility treatment, without the 
intention to, inevitably becomes a part of one’s life story, as it seems to encompass every 
aspect of one’s life and mind. According to Daniluk (2001), when reflecting on the 
participants’ infertility in his study, they reported that few other experiences in their life 
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had been as difficult to cope with and come to terms with as their inability to experience 
the joy of pregnancy. Most acknowledged that there was little in their lives left untouched 
by this experience.  
     In this study, the participants had very similar views of the experiences of struggling 
with infertility. From the stories shared by the group members, it became evident that 
they felt that even though infertility treatment is a process, which one should try and 
compartmentalize as a discourse from the rest of one’s life story, it seems impossible to 
do so. John explained this nicely to the group saying: “Infertility affects every dimension 
of my wellness.”  Jane described the experiences of infertility and trying to fall pregnant 
as follows: “It is like an obsession; in everything I do I can’t get it out of my head. I even 
dream about it.” Emily echoed this notion of feeling all consumed saying; “You will 
never forget about it, if someone says forget about it or whatever, trust me 24/7, you think 
about it. If my husband ate something I said he can’t eat that…it was all consuming.”  
     Thus, there is a common thread throughout that all the participants’ stories that the 
struggle to fall pregnant can, and most of the times does, feel all-engulfing. As the 
researcher, it was very evident that without planning to, fertility treatment and the waiting 
every month to see if one’s menstrual cycle is going to return, seems to be like a circle in 
which these patients go round and round. Tracy said: “It is impossible not to think about 
it because it is so real.” Jane further explained “When you do procedures you get into a 
zone and that is all you focus on.”  
     Liesl cautiously warned group members saying: “A dangerous place to be is when you 
are in this black hole and you cannot see further than the next treatment cycle…that is 
dangerous.” This possibility of obsession was underlined by Jane and John, who said: “If 
it wasn’t for the cost we would go every month.” Liesl seemed to be warning not only 
other group members at this stage, to some extent the researcher is of the opinion that she 
was just again reminding herself as well of just how all-encompassing these treatment 
cycles can become, and that one should steer clear of only focusing on the next treatment 
cycle, and the next, and the next. Liesl further explained that: “Once you have been 
through these processes, I mean that on its own are all-encompassing / an emotional 
roller coaster. I am okay now. You go through the roller coaster ride and you have ups 
and you have downs.” 
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     As can be seen from the stories depicted so far, that infertility is more than just a 
physical condition. Infertility represents a seemingly insoluble problem that taxes a 
couple physically, financially, and emotionally. While this study has already 
acknowledged that infertility is perceived as a stressful life event that seems to be all- 
encompassing, it is also perceived by some to be on a par with the experience of death. It 
is with this in mind, that it is necessary to highlight the emotional stages associated with 
infertility (American Society for Reproductive Medicine, 2004; Ferreira, 2005; Leiblum, 
1997). The emotional stages, as a minor theme, came through quite strongly during this 
study; however, the researcher feels it imperative to discuss this as part of the journey of 
infertility, as it gives a glimpse into the emotional turmoil these patients are faced with 
during a treatment cycle.  
     According to Cooper-Hilbert (1998), infertility is one of the most difficult stressors a 
couple can face. Cooper-Hilbert also found that, when couples are faced with infertility, 
their emotions usually follow a set pattern that is similar to that of the grieving process.  
Looking more closely at the stories told, it seems that the participants in this study 
oscillate through the stages of the grieving process, as outlined by Kubler-Ross (1967). 
Initially, it seems as though all the patients experience denial, which is replaced by anger 
and some sense of bargaining. Some participants also spoke of deeper feelings of 
depression, and just how hard it is to come to the point of acceptance. 
     In the initial stages, according to Dooley (2006), the partners can experience disbelief, 
surprise, or shock. At this stage, a couple has always taken their fertility for granted. 
Couples explored issues, such as educational and career needs, and whether they were 
financially and personally ready to begin a family. Many couples want children; and thus, 
there is little preparation for the possibility of infertility (Cooper-Hilbert, 1998). Couples 
are surprised and shocked, therefore, when they realize that they are not conceiving, 
according to plan.  
     In a qualitative study done by Ferreira (2005), which explored the experiences of 
married couples undergoing infertility treatment, the participants expressed the opinion 
that very little room was left for the thought of a failed cycle. One participant said: 
“Because you are so convinced that your first cycle is going to be successful, you do not 
leave room for the possibility of a cycle failing.” Participants further commented on their 
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first cycle saying: “The first time I…left home with an aura around me that I was already 
pregnant…” another described her experience saying: “My brain was tuned in 100% that 
it is a formality. I thought I was going to sign the papers and that is it.”    
     Many couples seem to use denial as the method of coping with infertility (Cooper-
Hilbert, 1998). Denial can reduce stress initially, but eventually the couple must learn 
more adaptive coping mechanisms, so that they do not put their physical or psychological 
welfare at risk (Schneider & Forthofer, 2005). According to Dooley (2006), denial serves 
a purpose. It allows the body and mind to adjust at their own rate to an overwhelming 
situation. It is however, important that the couple face the realities of their problem and 
prognosis, as denial as a permanent coping mechanism can be dangerous. 
     Liesl initiated the conversation on denial. She explained that “Denial was a big big big 
thing for me. After every try you go through a stage where you are like…it can’t be, it 
can’t be.” Jane identified with this denial saying “I had the blood test done after our IVF 
and my denial was so strong that I was like it can’t be negative there must be something 
wrong with the blood test. Even after the negative blood test result, my denial was so 
strong that I was actually two weeks late with my period and I started taking home 
pregnancy tests on a daily basis.” Lisa explained that she felt: “When the doctor found 
the fault with us, I thought oh okay let’s do this procedure, we are finished, let’s buy 
some clothing for baby.” Emily also identified with this huge sense of denial saying: 
“When you go for the blood test that hope is already there. To me it felt like a bit of a 
blur; like it didn’t actually really happen.” 
     Liesl and Ken’s strong sense of hope and their faith that they have put in hope comes 
through quite strongly during this session. Ken replied to all these comments, saying: “I 
cannot believe that it can be such a big problem. I am 110% positive that it is going to 
happen.” In reply to this, Lisa said: “Sooner or later it is going to happen, I don’t see it 
as a big problem…and that frustrates me. The first round we had an implant I was busy 
with other things so it was easy to be distracted and when we received the negative result 
it was almost like it was okay because it was as if it didn’t happen to us.” Ken again just 
showed how determined he is in his faith and in his hope by saying “Today I believe that 
my wife is pregnant, God just needs to turn it on. In our marriage one of us needs to have 
faith, especially with what we are going through, one of us has to have it because if 
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neither of us had it we won’t be able to lift each other up. As difficult as it is, one of us 
needs to give hope in this situation; saying this is going to happen; when, I do not know, I 
am also in denial as well, in a big way. God can change things…anything is possible. 
One doesn’t have to have everything perfect in their body to become pregnant. Mary was 
impregnated through spiritual by God, Ruth was barren; same thing with her, what I am 
saying is God makes miracles happen, you don’t have to have eggs to be able to fall 
pregnant from a spiritual point.” 
     Ken gives a big glimpse into his reality, with this comment. The picture presented to 
the group is one of a husband that firmly believes they are going to have a baby at some 
stage; they should just keep on believing and having faith. Thus, his belief is mainly 
rooted in his faith. However, along with this comment he says….”I am also in denial as 
well, in a big way.” And there again he reveals the seed of doubt that kept on coming 
through, as the participants tried to show how strong and how brave they were. This was 
one of the biggest underlying messages that went out throughout the group session. The 
question of having faith, in order to increase one’s chances to conceive, together with the 
undercurrent of: Is this faith I am showing real, and is it enough?  
     As the participant observer being neutral within this interaction, it was evident that 
these participants wanted to have hope, and they wanted to trust, and they wanted to have 
faith, but in the natural that seemed impossible. It was evident that the majority of the 
participants had this internal splitting in which they moved between having hope and 
feeling doubt. They also seemed to have this huge struggle with faith, and whether if one 
has faith that would assist in the process of falling pregnant. The researcher felt that the 
deep challenge each participant was faced with is that ‘you don’t want to be unrealistic, 
but you also don’t want to lack hope and faith’. 
     As the couples or individuals continue to struggle with their disappointment, they 
begin to acknowledge their difficulty with infertility, their sense of helplessness with 
their problem, and their increasing anxiety (Anderson, Sharpe, Rattray, & Irvine, 2003). 
Couples become anxious about the effect the infertility might have on their relationship; 
and each partner fears being identified as the problem. The couple also start to worry 
whether or not they can survive together if they cannot realise their dream of having a 
family (Greer, 2007). The couples seem to push themselves forward, hoping that the next 
 241
procedure would provide the solution. Or, with dashed hopes, they struggle with the 
disappointment, feel more anxious, but again muster all the strength they have, to enter 
the next round of medical interventions.  
     Again Liesl initiated this unveiling of emotions surrounding ‘what if?’ She said: 
“Someone said to me; but have you ever thought about what if it is never going to 
happen…it’s a scary thought, I just sat back and it was like, this is a really really 
horrible feeling. An idea has been planted and at the back of my mind it is sitting there, it 
has planted a little seed of what if…” Ken seemed to identify with this sense of anxiety 
on the possibility of not having any children as a couple. He said: “You wonder if you 
should entertain reality; is it showing a lack of faith. It is a very big thing for us as 
Christians to head down that road, the ‘what if’ road.” He elaborated on this by saying it 
feels like: “You are almost saying I am not going to have faith because I don’t believe it 
is going to happen. You need to exercise belief, because it is such an important part of 
the journey.” Liesl again replied saying: “You don’t want to commit yourself 110% to 
have faith and to consume yourself because when that disappointment comes along it is 
like a train wreck, it takes you out and you are flattened and you lie there and you know 
you have to get up, you need to get up, but how do you do that. We are Christians and I 
really just hope this is a plan that God has with us and for us.” Emily explained in reply 
to this that: “In my mind we need to put up a line, I trust God has a plan for us, but we 
need to walk this road…that thing of hope for the best, but plan for the worst.” Liesl 
replied: “We are going through the same process, we are hoping for the best, but in my 
mind there is a line, and once we reached that line then it is the worst and then we will go 
down the adoption route.” In reply to this, Ken said: “We are going to have a baby, we 
just don’t know when.” Liesl again said: “I think if I have got to a point where the doctor 
says there is nothing more we can do for you; that would be like the worst thing for me.” 
     One of the main thoughts among the group was the struggle between being realistic 
and facing one’s situation, and being hopeful, and believing that this thing of having a 
baby was going to happen to them…if they have enough faith. However, there seemed to 
be this pent-up anger towards people who seemed to entertain the thought that these 
couples might never have any children of their own. Anger is a frequent response to the 
helplessness and powerlessness felt over the loss of control over life choices (Dooley, 
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2006). Anger experienced can either be rational, focused at real correctly perceived 
pressure from family to produce, or from the pain and inconvenience of tests and 
treatment, or irrational, where it is projected at the environment, treatment and pregnant 
couples (American Society for Reproductive Medicine, 2004). According to Greer 
(2007), some infertile couples direct anger inward, resulting in emotional isolation and 
depression.        
     Jane was brave enough to voice her anger first, saying: “When I saw it was positive I 
immediately started thinking okay, baby room, but every two days you go back for the 
blood tests and the count is just not going in the right direction. Every time you go for the 
blood tests after a positive home result you keep on hoping that maybe the count is up 
today, maybe it is better and then it is not and then you are shattered. Why did I only 
have to start menstruating two weeks late? If I am not pregnant.” Emily also explained 
that “Before you fight with yourself, you fight with the doctor because we have our whole 
lives, our hopes and dreams in his hands and you feel like for him, it is just business.” 
     In the group of participants it was evident who directed their anger inwards and which 
of them seemed to be angry at others. Most participants seemed to deal with their anger 
in a constructive manner; and most participants seemed most angry with receiving a false 
positive result, as this again initiated that hope that runs so strongly throughout each and 
every person’s story of infertility.  
     There were two participants who stood out in terms of directing anger towards 
themselves: Lisa and Tracy. Lisa said: “I have had abortions because I was not married 
and I was afraid of my parents, but I killed a child in me and now I cannot make them; 
and now I blame myself for everything.” While Tracy said: “I turned 41 on 
Saturday…Saturday was really awful. You get to a point where your birthdays aren’t that 
great anymore, it just marks a year that has passed and nothing has happened again; it 
becomes just a reminder. My aunt turned a 101 in October; and you are going to tell me 
at 35 I am finished having children, at 35 I am hitting my limit of having children, and I 
have an aunt who is living to be a 101, really? I literally want to go around and shake 
people and say why aren’t you having children; are you crazy? When I look at people 
having children out of wedlock I think well done, let anybody scorn you and whatever, I 
say couldn’t I just have been a stupid 20 year-old falling pregnant. We only started trying 
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for a baby at a later stage and life just turned with me from there to here; and it is like 
how did I get here? I don’t feel my age and now the doctor says: ‘It is too late; you are 
not having your own children’; and it is like wow, did it all just go away, really? I am 
blaming myself for this…I do not have time.”  
     The regret over lost time seemed to emerge throughout the course of the sessions and 
Tracy who had run out of time, as she put it, seemed to bring home the reality of just how 
sad, but hopeless one feels when the doctors says that your time to try for babies has run 
out. There was a deep sadness surrounding Tracy as regards her current situation; and 
someone who seemed to share her sentiments to a great extent was Emily, who said: “I 
have so much sadness, the reason for the sadness is…they can put people on the 
moon…this shouldn’t be so hard. Especially, if you hear of all these teenage girls, they 
just look at a guy and fall pregnant. If I think about unwanted teenage pregnancies, I 
think but how did you get that right? It is all about timing…” And it was at this stage 
where Emily was brave enough to say: “I am a bit angry with God too…!”  
     Looking at the general story that runs through this narrative, it seems as if one is not 
permitted to say that you are angry at God, as this might just worsen your chances of 
having a baby. And in an attempt to try anything possible to fulfil this dream of becoming 
a mother or a parent, the participants spoke of their bargaining strategies which they 
employed, in order to fulfil their ideal of having a child. 
     Liesl said that she tried every form of bargaining she could think of. “Lord please…I 
will do anything, anything…just name your price. I will do anything…roll in oil, you 
know anything.”  However, Emily feelings of sadness and hopelessness came through 
strongly when she said: “I have done a lot of bargaining in my life, and I have realized at 
a very young age that it doesn’t work; it won’t change anything.” Again Ken’s strong 
hope in his faith comes through when he says: “We have changed a lot of our ways, 
started going to church, doing positive things for God, in the hope that he will give us a 
child, in return.” 
     In the group, there were only a few participants brave enough to voice their bargaining 
techniques. However, the researcher felt the sense that every single group member 
identified with these bargaining techniques. Most participants seemed to be bargaining 
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with God. And this again highlights how one questions whether having faith in this 
journey is in an attempt to bargain with God, maybe on a more unconscious level.   
     According to the Port Elizabeth Infertility and Wellness Clinic (2004), the couple 
work their way through the medical procedures; and the partners experience a series of 
procedures that are often costly and painful and intrude into their private relationships. 
The infertility evaluation itself adds stress, as past sexual behaviours and reproductive 
histories are explored. The partners become wrapped up in a ritual of appointments, 
decisions, and the monitoring of their bodies and sex lives (Greer, 2007). Elements that 
used to be predictable in their lives are no longer. According to Dooley (2006), a major 
source of stress facing the infertile couple is related to trying to conceive and being 
disappointed on a monthly basis. Women feel that life revolves around her menstrual 
cycle; and there may be tension in the marriage system and normal romantic relations 
become mechanized and regimented, according to an ovulation chart.  
     Some members of the group, especially the males, seemed to feel that fertility 
treatment was putting a lot of pressure on their intimate relations with their wives. It 
almost seemed as though the women were so engulfed by the process of treatment that to 
them it was more ‘acceptable’ to have this ‘mechanically intimate relationship’. 
However, the men expressed their thoughts on their intimate relations by saying: “It feels 
like you are not making love anymore, you are making babies”. “It is a production line” 
and “All of the spontaneity is taken away in love-making.” According to Cooper-Hilbert 
(1998), most aspects of intimacy are hampered by the infertility experience. The medical 
investigations greatly influence the sexual relationship – causing both men and women to 
view sex in a mechanical light. When one first has sex for conception, it is viewed as a 
loving act, exciting, and as creating another human being. Suddenly, with the diagnosis 
of infertility, men have to ‘perform’ because, for example, it is at the right point of the 
woman’s cycle (Pfeffer & Woollett 1983; pp.38-39). This results in love-making 
becoming sex for procreation; it also becomes sex on demand. The sexual and emotional 
closeness the couple shared in their bedroom now almost seem to have acquired aversive 
aspects (Cooper-Hilbert, 1998). In the case of this study, it seemed as though the men 
were more affected by the feelings of a dysfunctional intimate relationship than the 
women. 
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     However, it seemed as though it was very important to all the group members to retain 
the sense of still feeling that you have control over your life and your body. The chronic 
nature of the psychological pain leads couples to isolate themselves from family and 
friends. As friends become pregnant; they have less in common with these friends. They 
believe that friends are tired of hearing about their infertility ups and downs. According 
to Ferreira (2005), an infertile couple longs for support and perhaps advice too; but they 
are afraid of being pitied. It is a painful secret that further isolates the couple from one 
another, as well as from friends, family and other support. Spouses sometimes become 
isolated from one another because infertility affects them differently; or because they 
have different coping mechanisms (Benyamini, Gozlan, & Kokia, 2009).  
     According to Schmidt, Tjornhoj-Thomsen, Boivin and Nyboe Andersen (2005), men 
in infertile couples suppress their own feelings in discussion with their partners, thus 
isolating their feelings, to avoid causing their partners undue distress. In this study, it was 
no exception – with the men truly extending themselves and their feelings, in order to 
support and encourage their wives. Ken said: “For me, it is not just about the women, the 
guy also goes through the same experience. Men feel as deeply.” Peter agreed saying: 
“The guy goes [through] exactly what the woman goes through; they might not see it 
because we try to be stronger.” Robert also underlined this saying: “We go through the 
same level of emotion, sometimes even lower than they go. Guys tend to grieve as well; 
we are all human, even if we don’t go through the medical processes.” 
     Since the outset of this group, the men seemed to be very positive and supportive of 
their wives. However, what is realised when these comments are read, is that the men 
were merely trying to ‘be strong’ for the sake of their wives emotional wellbeing. 
Daniluk and Tench (2007) conducted a longitudinal study on infertile couples to 
determine the changes in their levels of psychological distress, marital, sexual and life 
satisfaction, as well as self-esteem, following an unsuccessful treatment cycle. They 
found that there was no significant difference in psychological distress reported by the 
women, compared with the men. 
     The men also seemed to feel that it was easier for the women to talk about their 
fertility problems. Ken said: “Women seek out support more easily.” While John felt that, 
“Women are more open with their emotions. Women are more open in talking…I will 
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leave my wife to go to the gents; and when I get back she has hooked up with another 
woman chatting and they are exchanging telephone numbers.” Robert underlined this 
idea saying: “Easier for women to talk about it than men, men take/keep it much more 
personal.” His partner Jane confirmed this idea by saying: “Girls have a bigger openness 
toward friends than guys.” According to Davis and Dearman (1991), more women than 
men tend to seek the advice, support and reassurance of others. Men tend to be more 
optimistic about a pregnancy; and they are therefore, less willing to communicate the 
infertility, because they see it as belabouring the point (Cooper-Hilbert, 1998).  
     According to Clements (2004), it is not as a result of insensitivity, or that men are 
taught not to show their emotions that men to feel differently than women do about 
infertility. As mentioned earlier, the emotions that on infertility are emotions associated 
with loss. For men, who associate their primary role in life with that of working outside 
the home, the loss related to infertility is the loss of a secondary role, that of being a 
father. For women, on the other hand, infertility is the loss of a primary role, that of being 
a mother. Because women interpret the infertility experience as a role failure, they see it 
as a challenge to their womanhood. In addition to the wives feeling diminished as 
women, they often express a sense that they have lost control over their lives (Greer, 
2007). 
     As a couple continues to struggle with their infertility problems, most partners also 
experience guilt. They feel guilty because they cannot provide their partner with what 
s/he so desperately wants: the ability to fulfil the parental role (Cooper-Hilbert, 1998, 
p.43). They also may feel that they have let their parents or grandparents down. People 
seem to construct a cause-and-effect relationship for previous experiences and events. 
Examples of guilt-producing events include: premarital sex, the use of birth control, a 
history of abortion, extramarital affairs, homosexual thoughts, and masturbation 
(American Society for Reproductive Medicine, 2004; Apostolis, 1992). This guilt can 
globalize to a point where a person feels unworthy and incapable in every sector, namely: 
employment, social and marital relations (Boivin, 2003). In this particular group, guilt 
feelings were most evident in Lisa and Tracy. Lisa’s guilt was about having multiple 
abortions as a young woman in her twenties – due to being afraid of her parents, and her 
family’s opinions on falling pregnant out of wedlock. However, now that she is married 
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she is unable to fall pregnant. In contrast, Tracy’s guilt concerns the fact that she chose to 
enjoy life and travel before settling down to start a family. Now she has just had her 41st 
birthday; and it seems as though she might never have any children of her own; and as 
she put it: “I blame myself for this…I don’t have time.” 
     This sense of guilt may also roll over into feeling unworthy. Unworthiness is a 
searing, painful feeling associated with faltering self-esteem, and a sense of inadequacy, 
defectiveness and helplessness (American Society for Reproductive Medicine, 2004). As 
repeated attempts to get pregnant come to naught, there is a realisation that this intensely 
striven-for goal has not been, and may never be, attained. As this failure becomes more 
and more evident, one’s self-image or sense of worth is assaulted.  
     It is easy to move from procedures that have failed to the feeling that ‘I am a failure’ 
(American Society for Reproductive Medicine, 2004). This sense of ‘I am not worthy’ 
was discussed in the first theme of: the real self versus the ideal self; and this is again 
underlined here. Some of the comments that were discussed in the previous theme made 
by participants include comments such as: “You feel a bit less of a person.” “I feel not 
good enough.” “I feel incomplete as a woman.” “I feel incomplete and worthless as a wife 
as I am unable to give my husband a child.” “I feel incomplete as a friend. I feel my 
friends think I do not have children so I don’t understand the world.” 
     According to the American Society for Reproductive Medicine (2004), anguish, self-
doubt, and chronic sadness converge, as couples come to think of themselves as failing, 
not only in realising their own dream to reproduce and nurture, but failing their spouse, 
parents and siblings, as well. They go on to report that because shame embodies the 
painful sense of self-defect, it is often hidden and disguised, even from oneself. The 
tragic story of  chronic infertility is that, over a period of time, the sense of failure 
gradually and imperceptibly spreads like a shadow over a person’s experience, while 
simultaneously the sense of other competencies gradually become obscured. 
     Depression, characterized by a sense of hopelessness and despair, is a common 
consequence of the diagnosis and treatment of infertility (Cooper-Hilbert, 1998; Dooley, 
2006; Greer, 2007). The possibility of not achieving their role as biological parents 
begins to hit home. According to Cooper-Hilbert (1998), the couple feel hopeless towards 
the viability of future treatments. They feel both tired and defeated; and they begin to 
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lack the courage to continue to fight the uphill battle; and that results in dashed hopes 
each month. The couple lose energy to face the issues and struggles of everyday life. 
They lose their excitement for life and its meaning (Cooper-Hilbert, 1998, p.45).  
     In our group situation, there were a few individuals brave enough to share their 
feelings of depression. Liesl said: “I experienced a form of depression throughout. I am 
okay now. You go through the roller coaster ride and you have ups and you have downs.” 
While Emily said: “The last one was the worst, it was almost like all hope was stolen, 
and everything was just taken from me. I cried for like a day…I didn’t know how to deal 
with it. I had that numb feeling…we just sat there, we didn’t say anything to each other, 
we just sat there and cried, that is all we did.” Jane could identify with these feelings 
saying: “When a negative diagnosis happens after a failed cycle you are depressed and 
you go through all that, but you go through phases, and as soon as you look back on the 
situation, you assess it and then you realize you need to change your mindset.” 
     Berghuis (2002) conducted a study, where he researched the coping process with 
regard to infertility and predicted depressive symptoms in couples who were in an 
infertility treatment cycle. He concluded that receiving a negative pregnancy result 
increased the depressive symptoms significantly in a couple. Daniluk (2001) linked the 
psychological consequences of infertility to a grief reaction. He is of the opinion that the 
concept of attachment and loss are integral to the infertility struggle. Grief over the loss 
of a life goal is particularly difficult to work through, as the loss is invisible. The loss is 
unrecognized; it is the loss of a potential, not of an actual life. This experience is so aptly 
described by Barbara Berg (cited in Mahlstedt, 1985) when she wrote: “Who can mourn 
the loss of someone who has never been born or possibly conceived? The fact that there 
is nothing tangible to represent the loss actually intensifies the pain, and makes the loss 
more difficult to understand. There is much to cry about, and there is nothing to cry 
about. Everything is lost and nothing is lost” (p. 336). 
     Because infertility losses are invisible, society does not provide rituals or other 
processes to assist the couple to work through their grief, thereby complicating the 
grieving process even further (Cooper-Hilbert, 1998). In the grieving cycle, one gradually 
moves towards a resolution. According to Cooper-Hilbert, the couple learn how to cope: 
how to master, tolerate, or reduce the stress of the situation they feel exceeds their 
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resources. They become able to confront the situation and choose reality over denial 
(Dooley, 2006). The resolution stage should help them to accept a specific choice about 
their family-building, or guide them to choose child-free living (Cooper-Hilbert, 1998). 
     In this study, it seems that although most of the couples are functioning within their 
own frameworks and on their own terms, being biologically childless is not yet an option, 
with that sense of hope and faith remaining. Liesl said: “Acceptance is a difficult one 
because you kind of work towards getting over what you have gone through, but it is 
never gone, that feeling and that emotion is never gone. You tend to work through things 
in your mind, and try and find things to help you cope with what you are going through. 
My husband said [the] worst case scenario we will adopt, but I am still in two minds 
because I really wanted a child of my own.” Emily agreed with this saying: “This in a 
sense is how I keep on hoping, because if it is not possible for us to have our own 
children then I am convinced that God has a child somewhere that is waiting for us. And 
clearly I am not okay with it yet…” John also voiced his longing here saying: “I see 
someone walk with a baby and then I think…I am longing for that.” 
     According to Cooper-Hilbert (1998), many adults experience losses through their 
lifetime that could precipitate depression. Examples of these losses are: The loss of 
status, self-esteem, health, confidence, fantasy fulfilment, and the loss of someone of 
important symbolic value. Infertility involves all of these losses. However, as described 
above, the losses are invisible, and thus infertile couples are at risk of delayed or 
incomplete grief recovery. Cooper-Hilbert (1998) goes on to say that losses experienced 
by the infertile couple are not easily communicated. Partners feel that the loss symbolizes 
personal failure; and out of fear of being stigmatized, they keep their condition secret. 
     While infertility is seen as a deeply personal concern for the individual and couple 
system, it is often one that is mediated by cultural expectations. According to Shefer, 
Boonzaier and Kiguwa (2006), the ability to conceive and bear a child, and parenthood 
have different connotations and expectations for different cultures. The degree of 
importance attributed to these social factors may have a profound effect on the individual 
or couple who is trying to conceive (P.E. Infertility and Wellness Clinic, 2004). 
Parenthood is regarded by most societies as essential for personal fulfilment, social 
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acceptance, the achievement of adult status, religious membership, sexual identity and 
psychological adjustment (Daniluk, 1998).  
     Furthermore, possibly more than any other role in society, motherhood and mothering, 
in particular, have been constructed around social expectations and cultural significance 
(Bassin, Honey, & Kaplan, 1994; Kruger, 2006; Parker, 1997). Kirkman (2001) 
concluded in his study that was based on in-depth interviews with women undergoing 
infertility treatment that they must deal not only with the blow inflicted by infertility to 
their sense of self, but also with the difficulties of presenting a simple and coherent life 
story in the social world. 
     Reflecting on all the turmoil and discourses these participants have endured in their 
infertility narrative, it seems that it is almost impossible to be one’s real self and still 
present a coherent life story to the world. This, as mentioned above, can mainly be 
ascribed to the fact that society has put so much pressure on us to behave in certain ways 
and to do certain things in life at certain stages. These societal expectations leads into the 
next theme of this study, which has to do with how misunderstood these participants feel, 
and how they find their means to cope within the framework of having a diagnosis of 
infertility.  
 
  8.4.3 Coping as a Tool to Form a Coherent Narrative 
     We are born into a storied world, and we live our lives through the creation and 
exchange of narratives. We are tellers of tales. We seek to provide our scattered and 
confusing experiences with a sense of coherence, by arranging the episodes of our lives 
into stories. Narrative not only brings order to our everyday life, but, reflexively, it also 
provides structure to our very sense of selfhood. According to Masten (2001), “Resilience 
appears to be a common phenomenon that results in most cases from the operation of 
basic human adaptational systems…from the everyday magic of ordinary, normative 
human resources” (pp.227 – 235). After concluding a study of survivors of the Holocaust, 
Helmreich (1992) reported: “The survivors were not supermen; they were ordinary 
individuals before the war, chosen by sheer accident of history to bear witness to one of 
its most awful periods…It is not a story of remarkable people. It is a story of just how 
remarkable people can be” (p.276).  
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     It is with this quote in mind that the researcher introduces the third theme that arose 
from the data gathered during this study. The theme of Coping as Tool to Form a 
Coherent Narrative rolls over from the previous theme, in which The Narrative of 
Infertility was explored. In this theme, it was evident how hard it is for individuals to 
present a coherent narrative when one is confronted with a life crisis, such as that of 
infertility. One of the most challenging elements in trying to form this coherent picture to 
the world comes from a society which not only puts pressure on couples to produce 
offspring, but also from friends, family, and even society in general, that lacks 
understanding as to what these individuals have to endure and go through, while 
receiving treatment. To some extent, the researcher has tried to present an accurate 
picture of just how hard it is, if infertility forms a part of one’s life narrative, to present a 
coherent picture to the world. 
     For the couples who are diagnosed with infertility every year, the diagnosis brings 
with it a whole range of new challenges. Patients must not only confront the physical 
aspects of infertility, but also the psychological and social impacts that accompany this 
condition. Even though the researcher has tried to present an accurate picture of the social 
impact of infertility thus far, the participants explained that one of the most challenging 
and frustrating elements in trying to cope comes from feeling misunderstood by others. 
     Liesl said: “People that haven’t been through this experience will always first say 
don’t think about it, they don’t know what you are going through.” This comment elicited 
a lot of reaction. Tracy replied saying: “How do you get your mind out of wanting a baby 
if that in your mindset is all you want? I do not understand that statement; don’t think 
about it, what is there not to think about?” Emily also commented saying: “Even 
someone who has been through it, has had a child, and trying to tell you no look it will 
happen, even they don’t understand. It’s in your nature if you want to have a child [and] 
that is what you will focus on. They (friends) try so hard to try and be sensitive, but they 
just have no idea.” Liesl replied to these comments saying: “I don’t think they (friends) 
understand the dynamics of what you are going through and I don’t think they ever will 
understand…unless they have actually been down that road themselves.” Jane also felt 
strongly when it comes to feeling misunderstood, she said: “The worst is if a family 
member says don’t think about it, you just need more time…that hurts the most. Unless 
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you have gone through the process you can’t even imagine it. You can start to imagine 
the pain and grief, but you can’t really understand unless you have been down that 
road.” 
     These feelings of being misunderstood can also cause a split within an individual in 
terms of removing the real self and the ideal self even further from one another. 
Participants seem to feel that they are not allowed to grieve, nor to have any opinion on 
children; and thus they seem to hide their real selves from the world, in an attempt to 
present this picture of what they feel society expects of them: a coherent narrative free 
from any discourse. This can have detrimental effects on one’s sense of self, as discussed 
in the theme Real Self versus Ideal Self. The question, however, is what do these 
individuals do, in order to cope with their situation? How do they try and remain 
comfortable in their narratives?  
     Coping is a process in which one makes use of flexibility to respond with the skills 
and strategies best suited to a stressful situation (Aldwin, 2007; Kleinke, 1998). Lazarus 
and Folkman (1984) defined coping as the “constantly changing, cognitive and 
behavioural efforts to manage specific external and/or internal demands that are 
appraised as taxing or exceeding the resources of the person.” (p.141). Coping is 
influenced by the appraised characteristics of a stressful context, including its 
controllability (Aldwin, 2007; Folkman, Lazarus, Dunkel-Schetter, DeLongis, & Gruen, 
1986). It is also influenced and mediated by social resources (Holahan et al., 1996) and 
by personality traits, for example, high self-esteem and optimism (Carver & Scheier, 
1999). It is believed that one’s ability to cope with change is very strongly related to 
one’s tolerance of stress.  
     For patients undergoing infertility treatment, successful coping with their constantly 
changing environment would lead them to be able to adequately adjust to the infertility 
treatment cycles in which they find themselves. Patients undergoing fertility treatment 
cycles respond to direct stress (e.g., treatment procedures) and indirect stress (e.g., social 
or financial pressures) concerning their treatment in many different ways; and they utilize 
many different coping mechanisms. It is these coping responses and resources that will 
now be explored. 
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     The role of coping resources is emphasized within the paradigm of positive 
psychology, as a means of mediating the stress response and promoting wellness 
(Hobfall, 2001). According to Hobfall (1989), resources can be defined as: “those 
objects, personal characteristics, conditions, or energies that are valued by the individual 
or that serve as a means for attainment of these objects, personal characteristics, 
conditions, or energies.” (p.516). Kessler and Essex (1982) described individuals with 
low resources as vulnerable and constitutionally fragile, while those with high resources 
have been characterized as resilient. Thus, the way people cope is heavily dependent on 
the resources available to them and the constraints they face.  
     Hammer and Marting’s (1988) Coping Resource Inventory (CRI) examines the 
resource end of the demand-resource imbalance. The CRI was utilized during this study; 
and provides a comprehensive structure of assessment across five domains of 
functioning, as well as offering a detailed explanation of the coping resources available to 
individuals faced with a stressful situation, such as a diagnosis of infertility. The five 
domains assessed by Hammer and Marting’s (1988) CRI are the: cognitive, social, 
emotional, spiritual/philosophical and physical domains. The findings of this measure 
will be interpreted qualitatively, and will be woven into the qualitative findings on 
coping.  
     Daniluk and Tench (2007) have done extensive research on how individuals cope with 
the stresses of infertility. Lazarus and Folkman classified coping strategies into two main 
types: problem-focused coping and emotion-focused coping. Problem-focused coping can 
be defined as instrumental behaviour that is intended to change the situation and includes 
information seeking and direct action. Problem-focused coping is used when the 
individual perceives that direct effort might change a situation. On the Coping Resources 
Inventory this can be classified as Physical Resources. The physical domain aims to 
measure the extent to which an individual is actively involved in health-promoting 
behaviours that are believed to contribute to increased levels of physical wellbeing. 
     In the current study, the participants did not make any direct reference to any problem-
focused coping strategies that they employ to cope with their current diagnosis. However, 
the act of coming to the group sessions and gaining information from other participants, 
as well as from the group facilitator, could well be seen as problem-focused coping. On 
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the physical domain of the Coping Resources Inventory, all the participants scored within 
the average range on both the pre-test and the post-test.    
     On the other end, there is emotion-focused coping that is aimed at reducing emotional 
distress; and this includes inhibiting action and engaging in intrapsychic behaviours. 
Emotion-focused coping is intended to regulate an individual’s emotional response to a 
problem, and is often used when it is perceived that nothing can be done to change a 
difficult situation. In the current study, there were four major constructive emotion-
focused coping strategies utilized, namely: drawing on the support of others; re-
channelling one’s focus; the idea of having hope; and having faith.    
     Of these four coping strategies, there were two more practical strategies, namely: 
seeking support from others and re-channelling one’s focus. Having hope and having 
faith can be seen as more intrapsychic in nature. If we look at the Coping Resources 
Inventory looking for support from others can be classified under the social domain, 
which captures the degree to which individuals are actively involved in the social 
networks that are able to provide support in stressful times.  
     Participants in this study had average-to-above average scores on the Social Domain 
of the Coping Resources Inventory. Liesl said: “Infertility consumed me until I realized I 
am not alone in this. Support of good friends has helped us.” Emily felt the same with 
regard to their friends saying: “We have fantastic friends, they have been with us through 
both cycles, and really they have been our sounding boards and our support.” Another 
participant said: “Supportive friends that will journey with you and not say ‘but what is 
meant to be’ or ‘shift your focus’ is [the] key in your process of coping.” Lisa also voiced 
her opinion in this regard saying: “Although I speak to my husband about what I am 
going through, I cannot speak to him about everything because he worries a lot, so I tend 
to speak to close friends.” 
     Not only did participants find the support of friends imperative in their process of 
coping, but also the support from family. One participants said: “Sometimes you don’t 
make sense when you talk about your fertility when you come from the  doctor, but still 
your family is still there to lend an ear; they are the first people you can open up to 
before you look at people and calculate: Should I tell you or shouldn’t I tell you?” 
Another participant said: “It also helps to know that we are not on this journey alone, our 
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families too, they know that we are in this process, and they are there to listen to 
whatever.” John also felt that as a couple, there needs to be support. He explained: 
“Sharing doctor’s appointments is very important in coping, otherwise my wife goes on 
her own and when she gets home she has to go through everything again when I ask her 
about what has happened at the doctor.” 
     In general, the group felt consensus about the fact that every individual on this road 
needs to feel that they have support from somewhere, and that there is someone out there 
who would really and truly listen to them when they need to share their thoughts, your 
feelings and your fears. This was underlined by a participant who said: “If I didn’t have 
anyone to talk to…I would be a mess.” Another said: “It helps to speak about things.” 
While yet another replied, saying “If you don’t have someone to speak to it is quite a big 
deal.” 
     Lee, Sun, Chao and Chen (2000) investigated the coping mechanisms in individuals 
undergoing infertility treatment and found that the strategies most commonly used by 
individuals to cope with infertility include seeking social support, self-blame and 
avoidance, informational/emotional support-seeking, and cognitive-restructuring. This 
leads us to the second general coping strategy identified by the participants in this study: 
that of cognitive restructuring or re-channelling of one’s focus.  
     On the Coping Resources Inventory, this is classified under the domain of Cognitive 
Resources, which measures the extent to which individuals maintain a positive sense of 
self-worth. This includes a positive outlook towards others and towards life in general. 
The participants in this study scored average-to-above average on this domain during 
testing. They felt that this was one of the most important skills one needed to have in 
coping with a treatment cycle and the monthly ups and downs of waiting for one’s 
menstrual cycle. As discussed in the previous themes, participants felt overwhelmed by 
their infertility diagnosis; they felt that it was all-engulfing, and that it was really hard to 
focus on anything other than their treatment cycle.  
     Thus, the participants used practical ways to re-channel their focus. Ken and Liesl 
said: “The day we found out the IVF result was negative, we went and joined the gym. 
Joining the gym hasn’t changed our longing for a baby; it has just shifted our focus.” 
While Emily said: “It helps to try and focus on things that you enjoy to get your mind off 
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things; it helps but it doesn’t fill the gap.” Jane said: “I couldn’t cope in the beginning, it 
was everything I thought about from the morning till the evening, I even dreamt about it 
and then I started concentrating on other things, and only then [did] my whole mindset 
changed. The other thing we did to help us shift our focus big time was that we adopted 
puppies.” In reply to this Tracy said: “You occupy yourself with other stuff rather than 
trying to concentrate on having a baby.” Lisa confirmed this by saying: “I cope through 
shifting my focus outward to caring for ill family members.” Other comments that came 
up during this discussion around shifting one’s focus included: “Another thing that keeps 
us hopeful is occupying [oneself] with other things.” “I throw myself into my work. As 
much as I suffer at work my colleagues wouldn’t say I am going through this because I 
told myself this has nothing to do with work.” And “I cope by putting things in boxes.” 
     Another coping mechanism utilized by participants includes the feeling of hope. Hope 
in the Coping Resource Inventory falls under the domain of Emotional Resources. This 
domain measures the degree to which individuals can accept and express a range of 
emotions. This is based on the premise that an ability to express a range of emotions 
would reduce the long-term effects of stress. On the Coping Resources Inventory, the 
group as a whole scored above average both in the pre-test, as well as the post-test.  
     Jane said that what helps her cope is: “I reassure myself it is not the end of the world.” 
While Tracy said she copes by “Being hopeful.” Emily however explained: “My coping 
mechanism is…okay, insemination failed; but we can still do IVF; IVF has failed but we 
have another procedure that we can try, so those are like short-term goals that you look 
towards so you know it’s not the end of the line yet. The doctor’s haven’t said stop yet. 
That sense of hope helps you keep going. So what has actually been helping me is truly 
hoping and crossing my fingers and praying that somehow it will happen.” Liesl also 
identified with hope as a coping mechanism saying: “My coping mechanism is the fact 
that there is still hope, so for somebody to come and cut through that and crush that 
hope, I really am struggling. The thing that keeps me going at the moment is knowing that 
we still have options.” Ken confirmed this positive hope saying: “We know its going to 
happen, we know we are going to have a baby, we just don’t know when yet.” 
     Hope in the context of this study should not only be seen as a coping mechanism, as it 
is a theme that runs through every sub-theme, through every comment and through every 
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interaction with the group facilitator. The researcher has thus decided to again address the 
concepts of Hope, of Faith, and of Time – as separate themes for discussion. However, it 
was evident that hope was one of the main sources that kept these individuals going, on a 
daily basis, and also thus helps them to cope in presenting a convincing narrative to the 
world. The hope that this child was still going to happen, that the end of the line in 
treatment has not yet been reached.    
     Very closely connected to the concept of hope is that of faith. On the Coping 
Resources Inventory, faith is classified under the domain of Spiritual/ Philosophical 
Resources; and this domain measures the degree to which individuals are guided by 
stable and consistent values that are derived from religion, family, cultural traditions and 
from personal philosophy. On this domain in the Coping Resources Inventory, the group 
in general, had scores ranging between average and above average on both the pre- and  
the post-tests done. 
     Having faith seemed to be one of the pillars in coping with infertility. Ken said: 
“Prayer is a small word, but it carries so much weight, it is so so powerful. People you 
don’t even know come into your home and pray for you. The support of church has 
helped us in a big way.” Liesl confirmed this in saying: “It doesn’t matter what you do, 
you just got to have [and] to keep faith. For me, it is a coping mechanism to trust that 
God’s timing is perfect.” Emily agreed to this saying: “I am trying really hard to have a 
child, and I am trying all the procedures; but if it is not God’s time, I can stand on my 
head and whistle through my behind; it is not going to happen.” Other comments 
included: “Lots of prayer.” And “God can change things…anything is possible.” 
     Even though individuals seem to cope with a stressor, it is not always necessarily a 
constructive coping strategy that is employed by the individual. Many couples use denial 
as the method of coping with infertility (Cooper-Hilbert, 1998). In this study, not only 
was denial used as a coping strategy, but also bargaining. Bargaining was discussed in the 
previous theme; and it seemed that although patients believed that faith was central to 
coping with infertility, they still bargained with God from time to time in the hope of 
changing their fate. Denial, on the other hand, can be quite dangerous, not only in 
increasing the split between one’s real self and one’s ideal self; but it can also reduce 
stress initially. But eventually, the couple must learn more adaptive coping mechanisms, 
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so that they do not put their physical or psychological welfare at risk (Schneider & 
Forthofer, 2005). According to Dooley (2006), denial serves a purpose. It allows the body 
and the mind to adjust at their own rate to an overwhelming situation. It is, however, 
important that the couple face the realities of their problems and prognosis, since denial 
as a permanent coping mechanism can be dangerous. 
     In the current study, the participants openly admitted to being in denial, with 
comments, such as: “Denial was a big big big thing for me.” “After every try you go 
through a stage where you are like…it can’t be, it can’t be.” “I had the blood test done 
after our IVF, and my denial was so strong that I was like it can’t be negative there must 
be something wrong with the blood test. Even after the negative blood test result my 
denial was so strong that I was actually two weeks late with my period; and I started 
taking home pregnancy tests on a daily basis.” “The first round we had I was busy with 
other things, so it was easy to be distracted; and when we received the negative result, it 
was almost like it was okay because it was as if it didn’t happen to us.” “To me it feels 
like a bit of a blur; like it didn’t actually really happen.” 
     Although participants seem to utilize denial to some extend during their coping, it was 
evident that they have also managed to build up a reservoir of positive coping strategies. 
It is these coping strategies that might just help them in presenting a coherent narrative, 
and thus also helping them to marry their real selves and their ideal selves. 
     Benyamini et al. (2008) believe that positive emotions may result from effective 
coping, such as investing in a variety of life goals, which provide the emotional resources 
needed for a variety of life goals. These then provide the emotional resources needed for 
maintaining active hope; and conversely, they may also enable more effective coping.     
      
     8.4.4 Hope in Faith and Time 
     What is it that enables us to hear our clients’ stories? Researchers need to be mindful 
of the need for patience and delicacy. At times in counselling or group intervention, as in 
this study, the researcher is a careful follower, not knowing where the story will take us, 
however, the counsellor needs to remain convinced of their ability to be present to and for 
the clients. There is a sense of fairness about our need, as researchers and therapists to 
show some courage in hearing the story. After all, the client has had to show courage in 
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coming to the group or agreeing to participate in the study. Thus, researchers seek to 
offer the courage and patience, mixed in with respectful curiosity, which makes possible 
the fullest expression of the stories being told (Payne, 2006). 
     Although this theme is not necessarily rooted in any specific psychological 
framework, the researcher felt it necessary to include this theme into this study, in order 
to complete the picture painted or the narrative described throughout the previous three 
themes. Most of the concepts and quotes discussed in this theme have also been 
addressed previously. However, in an attempt to tell the whole story, and not just parts 
thereof, the researcher felt it imperative to discuss them together as a separate entity. 
     This theme is based on the undercurrent of splitting picked up within the majority of 
the participants. The question is whether one’s faith and one’s hope are enough to be 
granted a child. The deep challenge that was so evident in these participants was that they 
did not want to be unrealistic; but also they didn’t want to lack hope and faith in the 
possibility of conceiving a child. And thus, they seem to oscillate between this intense 
sense of hope and these deep feelings of fear and even pain.  
     This struggle is nicely summarized by a quote used by the group facilitator from an 
unknown source: “It isn’t the burdens of today that drive men mad. It is the regret over 
yesterday and the fear of tomorrow. Regret and fear are twin thieves who rob us of 
today.” To some extent, even though these participants were so conscious of their hope 
and their faith in the possibility of God granting them a child, they also had this deep 
sense of fear that maybe, just maybe God was not going to allow them to become parents. 
     Kleinke (1998), also puts it nicely when he says: “Where there is hope, there is life.” 
(p.255). By this, he implies that it often does not matter how realistic the hope is, so long 
as it is held and nurtured. The section below reflects on the quotes surrounding hope that 
were made by some of the participants. 
 “I reassure myself it is not the end of the world.” 
 “My coping mechanism is…okay, insemination failed, but we can still do IVF; 
IVF has failed, but we have another procedure that we can try, so those are 
like short-term goals that you look towards, so you know it’s not the end of the 
line yet.” 
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 “The doctor’s haven’t said stop yet.” 
 “Sense of hope helps you keep going.” 
 “We know it’s going to happen, we know we are going to have a baby, we just 
don’t know when yet.” 
 “My coping mechanism is the fact that there is still hope, so for somebody to 
come and cut through that and crush that hope, I really am struggling.” 
 “So what has actually been helping me is truly hoping and crossing my fingers 
and praying that somehow it will happen.” 
 “We have changed a lot of our ways, started going to church, doing positive 
things for God, in the hope that he will give us a child in return.” 
 “We are Christians; and I really just hope this is a plan that God has with us 
and for us. In my mind, we need to put up a line. I trust God has a plan for us, 
but we need to walk this road…that thing of hope for the best, but plan for the 
worst.” 
 
     When reflecting on these quotes, it seems evident that every participant is hoping and 
praying that maybe they will be granted a child. It is also evident that this hope seems to 
be deeply rooted in their faith, in God, and in his ability to grant them a child. Faith, as 
we know, is almost impossible, if there is no uncertainty; and it seems almost as if it is 
this uncertainty they are experiencing that is driving their faith. This was evident in 
comments made surrounding faith. Revisiting some of the quotes, Emily said: “For me it 
is a coping mechanism to trust that God’s timing is perfect.” While Ken said: “We tick off 
on Sundays the good things or right things we have done, yet still our prayers are not 
answered. Now that you go to church, now that you pray, now that you fast, now that you 
do all these things, now that you ticked all the boxes, doesn’t mean that you are going to 
have a child, there is only one God who can tick that box and say now you are going to 
have a child.” Liesl commented on this statement saying: “I am trying really hard to 
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have a child, and I am trying all the procedures, but if it is not God’s time I can stand on 
my head and whistle through my behind; it is not going to happen.” Another participant 
said: “It doesn’t matter what you do, you just got to have, to keep faith.” While another 
said: “Lord please…I will do anything, anything…just name your price. I will do 
anything…roll in oil, you know anything.” And “Just because you are doing the things 
you should be doing doesn’t mean you are going to have a child.” 
     The strong undercurrent of hope and faith seems to filter through again with Ken 
encouragingly saying: “One doesn’t have to have everything perfect in their body to 
become pregnant. Mary was impregnated through [the Holy Spirit] by God, Ruth was 
barren; same thing with her. What I am saying is God makes miracles happen, you don’t 
have to have eggs to be able to fall pregnant from a spiritual point.” This comment just 
reminded the researcher, as an observer, that these participants badly want to hope and 
want to trust in the path or narrative planned out for them; they want to have faith in this 
life narrative. However, in the natural it almost seems impossible. This brings up the 
question of how realistic these hopes are. One participant pinned this question down well 
saying: “You wonder if you should entertain reality; is it showing a lack of faith?” 
Another comment underlining this idea was: “It is a very big thing for us as Christians to 
head down that road (the what if). You are almost saying I am not going to have faith 
because I don’t believe it is going to happen.” Other relevant comments highlighting this 
idea include: “You need to exercise belief, because it is such an important part of the 
journey.” And “You don’t want to commit yourself 110% to having faith and to consume 
yourself because when that disappointment comes along it is like a train wreck, it takes 
you out and you are flattened and you lie there and you know you have to get up, you 
need to get up; but how do you do that?”  
     Finally, the researcher hopes that the reader gets a sense of just how desperate this 
sense of hope is, and how big the struggle is that these patients have within themselves, 
as to whether they have enough hope, enough faith, and enough time available to them. 
The idea of still having time was also a construct that ran through the group sessions; and 
this was confirmed by Tracy who felt that she did not have time left at her disposal. 
Participants’ comments around time, made throughout the sessions, include: 
 
 262
 “I keep on assuring myself that there is more time leftover for me.” 
 “I still have time, I still have, I still have time.” 
 “It is not like I have run out of time already.” 
 “I turned 41 on Saturday…Saturday was really awful. You get to a point 
where your birthdays aren’t that great anymore, it just marks a year that has 
passed and nothing has happened again; it becomes just a reminder. My aunt 
turned a 101 in October; and you are going to tell me at 35, [that] I am 
finished having children, at 35 I am hitting my limit of having children, and I 
have an aunt who is living to be a 101, really? I literally want to go around 
and shake people and say why aren’t you having children; are you crazy? 
When I look at people having children out of wedlock, I think well done, let 
anybody scorn you and whatever I say, couldn’t I just have been a stupid 20 
year-old falling pregnant. We only started trying for a baby at a later stage 
and life just turned with me from there to here; and it is like, how did I get 
here? I don’t feel my age and now the doctor says: ‘It is too late you are not 
having your own children’; and it is like Wow, did it all just go away, really? I 
am blaming myself for this…I do not have time.” 
 “I am trying really hard to have a child, and I am trying all the procedures, 
but if it is not God’s time, I can stand on my head and whistle through my 
behind; it is not going to happen.” 
 “With the big age gap, due to struggling to fall pregnant, I would not be able, 
as a father, to participate as much as I would have wanted to.” 
 “As long as you keep healthy, there is still time to try.” 
 “It is all about timing…” 
 
     The narrative of these patients again reminded the researcher – not only as a 
researcher, but as an individual – that you stand at the start of your life and you have this 
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set-out plan; but rarely life turns out the way we script it. The researcher is of the opinion 
that hope carries these patients on a daily basis to just remind them that it is the small 
things every day that create greatness. Finally, the researcher wants to address the last 
theme that emerged from this current study, the theme of Inviting the Unexpected. 
  
  8.4.5 Inviting the Unexpected 
     Inviting the Unexpected was the last theme that arose from this study. This theme is 
centred on the fear of the participants coming to the group, and how this fear turned into a 
deep sense of partnership and connection not only within the couples, but within the 
group as well. This sense of connectedness, as well as the experiences within the group 
seemed to help participants to unveil their real selves to each other. Grotjahn’s (1965) 
paraphrase is worth repeating, for the sense of dread it conveys: “Once (Freud) said: If 
you combine the resistance of your patient with the resistance of your patient’s husband 
(or wife), you are lost; don’t do it.” Whatever the anxieties of the researcher when 
entering into a therapeutic relationship with the couple or group, the patient’s fear that 
talking about one’s most intimate, spontaneous wishes, fears, and nightmares, and 
examining one’s most confused, irrational, or unrestrained thoughts, must be taken into 
serious consideration (Fisher, 2005).   
     The researcher, as well as the group facilitator, was very aware that there might be 
some reluctance in participants coming to the group. The researcher was surprised that 
everybody that committed to the process arrived for the first session, and that there were 
no last-minute ‘dropouts’. On arriving, although everybody seemed keen to be there, 
there was a definite sense of guardedness in each and every participant. During the 
second session’s feedback, the fear of coming to the group was clearly voiced by the 
majority of the participants. However, the fact that they were brave enough to 
acknowledge this fear publicly already made the researcher or participant observer realise 
that the atmosphere, which the researcher and the group facilitator hoped to achieve was 
present. There was a connectedness and comfortableness in this group already, after the 
first session.  
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     John voiced his reluctance in coming, by saying: “I asked my wife on our way here not 
where we are going, where are you going…Coming to a workshop like this is a challenge 
for the black culture.” Lisa echoed this fear of coming saying: “On arriving, the most 
scary [thing] was that we were the only blacks here.” Jane spoke of her fears saying: “I 
was nervous for public speaking in front of strangers about such a sensitive topic.” 
While her partner, Robert, felt the fear of “The uncertainty of not knowing if this group is 
going to be like an AA-meeting.” Liesl said what made her nervous was “Initial coming in 
and not knowing exactly what you are here for. We knew we all have common ground 
and a common goal, but[I am] still not knowing what to expect exactly.” She also said: “I 
thought my husband join in…what for?” Ken said his biggest fear was: “I was afraid it is 
going to be like going around in a circle saying my name is…and I have been on 
treatment for this long.” Emily explained: “For me, it was scary that this is not one-on-
one; it is a group; I thought, “What do these people know about my problem?” 
     Brene Brown (2010) believes that shame is easily understood as the fear of 
disconnection. What this implies is that people might feel fear, as they might also worry 
that there is something about them, in this case the diagnosis of infertility, and that, if 
other people know it or see it, this won’t make them worthy of a connection with others? 
This sense of fear also comes from inviting the unexpected. If referred back to the 
comments made in the section above, it can be seen that the fear of these patients was 
rooted in how much would they have to reveal of their real selves; and what do this group 
facilitator, the researcher, and other group members, understand and know of my 
problem. 
     Brene Brown (2010) in her talk on the power of vulnerability puts it so nicely when 
she says: “Connection is why we are here. It is what gives purpose and meaning to our 
lives.” The current theme has a strong undercurrent that suggests that you heal by sharing 
with others; and this sharing makes the load lighter. Within the group situation, this 
seemed to be true. There was a sense of connectedness that formed not only within the 
couples, but also within the group as a whole.  
     On a couples’ level, it became evident to the partners that they might be extending 
themselves for the purpose of nurturing growth within the other. After the wellness wheel 
exercise Liesl said: “Emotionally I perceived my husband to be on a different level as me; 
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however, we are the same. I thought he would be better.” Ken replied to this saying: 
“Honey I am strong for you even if I break down inside.” Tracy and Peter also seemed to 
find a deeper connection through this exercise, with Tracy saying: “I thought I would be 
different from my partner, but in fact, our wheels looked quite similar, which was nice to 
see.” Jane said about her and Robert: “My partner and I are very different; and it was a 
relief to see – based on how we coloured our wheels – that our strong and weak areas 
were quite similar.” Lisa said: “It was nice to see, based on our wellness wheels, mine 
and my partner’s, that we were on the same page.” Other comments made by the 
participants include: “Helped me discover more about my partner.” And “My partner 
(husband) was more open.” 
     As mentioned in the previous section, there was not only a connectedness that formed 
between the couples within the group, but also between the group members as a whole. 
This connectedness was confirmed throughout the sessions, as participants made 
comments around the group. Tracy said: “Don’t know how the researcher chose the 
people for this group, but it is people who belonged together.” Lisa said: “It is as if the 
group has met before.” Jane said: “The way we met each other made me realize that I am 
talking to people who have travelled the same road as I have, and that I am not alone.” 
Liesl agreed to this saying: “Although everyone’s experience differs, you realize you are 
not alone.” Emily also contributed saying: “Shared experience has helped me to get out 
of my box of thinking that it is only me going through this.” 
     The men in the group seemed to share this feeling of connectedness. Ken said: “We 
are all sharing in the honesty of a human experience.” John said: “To have other guys 
here as well is nice, a lot of the times only women come to these kinds of things.” Ken 
replied to this statement saying: “Nice to share with guys that are going through the same 
experience that I have been going through for the last 5 years.” Robert voiced his sense 
of feeling connected by saying: “I am reassured by the fact that I am meeting people who 
are on the same journey as I am.” Peter agreed in saying: “Good sharing in the group, it 
is almost as though we had met before.” 
     It seemed as though this vulnerability that made these patients reluctant to come to the 
group and share their experiences and feelings. However, this was the very thing that 
bonded them together as a group. Thus, it seemed as though this excruciating 
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vulnerability, the more they allowed themselves to be seen, really seen, the more there 
was a sense of connection. This was confirmed by a participant who said: “Everybody 
shared about their journey with honesty and an openness that made me feel at ease.” 
     In the case of working with patients, the researcher or group facilitator can be seen as 
the ‘Uninvited Guest’ who takes on the role of someone who is both an ambiguous player 
in the ‘drama’, and yet stands in a unique position as one who is neither entirely welcome 
nor invited. This equivocal ‘insider’ appears to choreograph what happens, making it 
possible for the other participants (the couple or group) to see what they might otherwise 
never see. The unidentified guest might also be seen not only as the therapist, but also as 
the researcher, the group presenter/facilitator, or in the case of this study, even the crisis 
of infertility that the couples in the group are experiencing. However, the uninvited guest 
lights a candle or two in the hope that it might lead the couple or group to some 
illumination of a profoundly complex, even mystical, process in therapy, or the group 
experience they are in as couple (Fisher, 2005). Couples, as well as individuals, seeking 
therapy may quite appropriately be very anxious about such therapy (Fisher, 2005). When 
entering therapy, the couple relationship can become, or inevitably does become, a 
setting of intense emotions – in which truth itself becomes precarious. 
     Although Fisher (2005) refers mainly to the ‘couple as patient’, it was quite evident 
that these assumptions can also be brought into context, with the individual as well as the 
group, as a whole. If reflecting back to the relationship between the researcher and the 
group members at the outset of the journey, the researcher would not say that she felt 
‘uninvited’ or unwelcome; however, there was clearly apprehension, as can be seen from 
the participants and what they were about to reveal. However, despite this fear of the 
participants – of what was going to surface – important issues of truth arose in this 
experience. Particularly in terms of the issues that emerge when we try to think about 
truth and truthfulness in the couple, as well as within the group.  
     Within this group, the message that was sent out to the researcher was that these 
individuals or couples are entering this psychological intervention, seeking an evacuation 
of strange, unnerving emotions, wanting to relieve themselves, to relieve their mind of 
what they have been concealing. However, as soon as the participants felt heard by the 
group facilitator and the researcher, it almost seemed as though they were taken aback – 
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realizing that they might have been more candid here than their conventional selves 
might allow; and that suggests that the Unidentified Guest (researcher, therapist, 
facilitator) has touched a chord with their speculations.  
     Here, the Unidentified Guest takes on another realm, faced with an unexpected loss, 
such as infertility (loss of a child) is compared to the ‘loss of personality’ of the 
individual and the couple. It is that state of existing, in which you have lost touch with 
the person you thought you were (Fisher, 2005). 
     Fisher (2005) suggests that a psychoanalytic understanding both of therapy and of 
relationships, particularly following the contribution of Wilfred Bion, gives centre place 
in the developmental process to the capacity to acknowledge and think about the truth, 
the reality, of one’s own experience. The quest for truth, and the capacity to be true, is at 
the heart of the therapeutic enterprise, as it is of the developmental process (Fisher, 
2005). This quest for truth can be seen in the current group. Although unexpected, the 
group seemed to become a place where individuals used expression to heal the self. Thus, 
the more connected these individuals felt within the group, the more they felt that it was 
alright to reveal something of their real selves. It thus seemed as though they felt that the 
group was a place where there was unconditional acceptance for each and every real self; 
and thus, the ideal self could be set aside for a bit, in telling one’s true narrative of 
infertility.     
     This was underlined by participant comments, such as:  
 “The group helped me to just again realize this is who I am.”  
 “To put on paper how you feel, what you think and where you are on an 
emotional level helped to put things into perspective again.”  
 “Helped me to actually think about things I tend to avoid in my current (this) 
situation.”  
 “Encouraged honesty with myself.” 
 “You want to project to people you are a four out of five when you know you are 
actually only a one.”  
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 “It helped me to be honest with myself, as it was between me and the paper.”  
 “So wrapped up in [the] physical aspects of our body, the wellness wheel helped 
me to step back and see where I am in general.”  
 “Wheel forced me to be truthful or genuine to myself.” 
     The group, thus, seemed to guide the participants in healing their real selves. Some of 
the exercises done in the group could also be seen as life-skills training. According to 
Rooth (2003), life skills’ helping is a people-centred approach used in assisting 
individuals and others to develop self-helping skills. Rooth (2003) also states that these 
life skills are necessary for successful living, learning, enhancing the quality of lives, and 
in the prevention of dysfunctional behaviour and outcomes, such as depression and 
anxiety.  
     When looking specifically at life skills, we need to determine exactly what life skills 
bring to individuals. Rooth (2003) explores different ideas on the benefits of having life-
skills training. The first being that life skills teach individuals is that they have personal 
choices, and can take personal responsibility. The second is that having the relevant life 
skills help in promoting mental wellness. The third is that our lives are always in the 
process of changing and developing; and that life skills can teach individuals to choose 
the best possibilities for themselves. Hopson and Scally (1981) stated that the larger the 
variety of life skills that an individual acquires and possesses, the larger the variety of 
choices available to that individual. The addition of any life skill to an individual, 
especially a young person, is considered to potentially make that individual more self-
empowered.  
     Although there is some structure to the programme used for the purposes of this study, 
it is important that infertility patients are also given the opportunity to identify their own 
concerns and issues rather than having a programme imposed on them. Therefore, 
experiential learning encourages patients, as it is participatory, and each individual 
teaches something and learns something. According to Rooth (2003), experiential 
learning is concerned with more than just the participation of the participants in the 
workshop; it is also concerned with the participant’s past and present experiences, and the 
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significance attributed to these experiences. Some of the more practical lessons that the 
participants felt they took from these sessions include:  
 “Allow myself to grieve.” 
 “Allow myself to show grief.” 
 “Allow myself to talk to my partner.” 
 “Allow myself to feel.” 
 “Allow myself to talk more; my husband [is] not a good communicator; we need 
to talk more.” 
 “Allow myself time to introspect and connect to how I feel.” 
 “I feel a lot, I learnt to deal with things alone, to talk more and share the way I 
feel.” 
 
     Although the purpose of the group was not to have specific lessons per se, the 
researcher felt the need to include them, as they seem so valuable in connecting with 
patients on a life journey, such as that of infertility and infertility treatment. It also helps 
professionals in understanding these individual narratives, and how better to connect and 
communicate with their patients. 
 
 8.5 Conclusion 
     Referring back to the opening quote of this chapter by Elliot (1950) where it is 
intimated that, to approach the stranger, in the case of this study, the researcher, is to 
invite the unexpected, to start a train of events beyond the control of either the couple or 
the researcher. This chapter has presented the data and the analysis of the data. In doing 
this, it has set out a description and introduction to the couples and to the participants, 
who voluntarily participated in this study. The participants in this study: John, Lisa, 
Robert, Jane, Dillon, Emily, Peter, Tracy, Ken and Liesl; they have by now more than 
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patients and participants in this study; they have evolved into familiar three dimensional 
selves in this thesis. Their life stories have been explored through the group intervention, 
observation, and the written questionnaires, such as the Culture-Free Self-Esteem 
Inventory, the Coping Resource Inventory, and the Feedback forms – in order to justify, 
support and give evidence in explaining their self-esteem, coping and their narrative of 
infertility. The data have been presented, with the analysis thereof interwoven between 
the data. The analysis of the data yielded four themes that are seen as support of the main, 
core theme; and are viewed as being integral in that theme. These themes are also 
interconnected with each other; and they flow into and out of one another in creating a 
matrix of themes that collectively make up the core theme. The themes are rooted in 
infertility treatment and a diagnosis of infertility, with the emphasis on making sense of 
them in terms of applying group intervention. 
     The next chapter will present a discussion of the findings in this research, allowing 
conclusions to be drawn on the findings. The chapter will present a set of integrated 
recommendations derived from the findings. These recommendations are the 
manifestation and exploration of the core theme of self-esteem, coping and the 
psychology of infertility.  
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CHAPTER 9 
 
 
CONCLUSIONS, LIMITATIONS AND THE SIGNIFICANCE OF THE 
RESEARCH 
 
“What is hell? Hell is oneself, 
Hell is alone, the other figures in it 
One’s own projections.”                           
(Eliot, 1950, p.417) 
 
9.0 Introduction 
     In this, the final chapter, a summary and discussion of this research will be presented. 
This section will briefly revisit the aims of the study. Thereafter, this chapter will discuss 
the limitations of this research, in order to cast an accurate perspective on it, as not being 
idealized and perfect. After this, the value of the research will be presented. Thereupon, 
recommendations that emanate from this research will be presented. These 
recommendations are geared towards further research in the field of psychology and 
infertility. 
     Reflecting on the aims of this study, this research aimed to investigate the self-esteem 
of patients diagnosed with infertility – and participating in a psychological intervention 
programme. It also aimed to look more closely at which dimensions of one’s self-esteem 
are affected by infertility treatment, and the journey of infertility in general. Furthermore, 
this research aimed to investigate the coping of patients diagnosed with infertility, and 
participating in a psychological intervention programme, looking more closely at the 
coping responses utilized during treatment, whether constructive or destructive. Finally, 
this research also aimed to explore and describe the experiences, perceptions, 
understanding and accounts of the physical and emotional aspects surrounding infertility, 
and the treatment of infertility for patients diagnosed with infertility. 
     In Chapter 8, which presented and analyzed the data released by this study, it is 
evident that the three aims of this research were explored, described and woven into the 
five themes that were identified by the researcher. These five themes include: Real Self 
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vs Ideal Self; The Narrative of Infertility; Coping as a Tool to form a Coherent Narrative; 
Hope in Faith and Time; and Inviting the Unexpected. Although Table 17 depicts a 
summary description of how these themes are interwoven to answer the research 
questions posed by the researcher, the researcher feels it necessary to briefly look back at 
the three constructs that formed the aims for this research, and how these themes helped 
in answering the research questions emanating from each aim. 
     The themes of Real Self vs Ideal Self, The Narrative of Infertility, Hope in Faith and 
Time, and Inviting the Unexpected addressed the main issues surrounding the questions 
the researcher presented with regard to self-esteem. In summary, it seems that self-
esteem, especially one’s feelings of worth, are most affected by the diagnosis of 
infertility, as well as by going through the roller-coaster of the emotions associated with 
the treatment and monthly cycle of infertility. It was evident from the narratives told by 
the participants, that every domain of one’s self-esteem, which includes general self-
esteem, bodily self-esteem, family and social self-esteem, seems to be affected by a 
diagnosis of infertility; and that the biggest challenge in maintaining a positive self-
esteem seems to be in finding a balance between one’s real self (who we really are) and 
one’s ideal self (who we wish we were). 
     When a patient’s perception of self is one of competence, and that the environment or 
the world is basically friendly, the likelihood of coping strategies being utilized is 
increased. These coping resources are linked to factors, such as the individual’s self-
esteem, amongst other things, such as the locus of control, optimism, and problem-
solving methods (Geldard & Geldard, 2005). Therefore, an individual’s global self-
esteem plays a role in the overall level of coping. Thus, an extensive research review 
indicated to the researcher that Self-Esteem and Coping are two constructs that are 
closely linked in people experiencing a trauma, such as the journey of infertility; and 
therefore, the researcher found it imperative to look more closely at the construct of 
coping within these patients also. 
     The ability of these patients to cope was addressed and woven into the themes of Real 
Self vs Ideal Self, Coping as a Tool to form a Coherent Narrative, Hope in Faith and 
Time, and Inviting the Unexpected. It seemed that the biggest challenge related to coping 
for the participants in this study was to present a coherent narrative to the world, despite 
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intense feelings of being misunderstood by others and being faced with the discourse of 
infertility as part of one’s life script. The main coping responses utilized by the 
participants included the re-channelling of one’s focus, using denial, seeking out familial 
and social support, bargaining with God, and nurturing hope and faith that this journey of 
infertility would be merely a journey – and not a destination, with the destination being 
that of being blessed with a biological child of one’s own. 
     The final aim was to portray to the reader an accurate picture of the experiences, 
perceptions, understanding and account of the physical and emotional aspects associated 
with infertility. The themes that addressed this complex construct were Real Self vs Ideal 
Self, The Narrative of Infertility, Coping as Tool a to form a Coherent Narrative, and 
Hope in Faith in Time. If one reads the themes related to this construct, it is evident that it 
is almost impossible to accurately summarize such intense emotions, feelings and 
experiences in a paragraph. In summary, it was found that, as human beings, we all have 
this idea of what our script is and how it is going to play out. However, when faced with 
infertility, there is this sense of the loss of all one’s hopes and dreams, one’s marriage and 
even to some extent of one’s families, who so desperately want the continuation of their 
legacy. One of the main ideas around this narrative was the fact that despite all the 
heartache and pain these patients face they need to go on living their lives as fully as 
possible under the given circumstances. If the researcher had to summarize the last aim to 
the best of her ability, she would do it with this quote made by an infertility patient who 
said: “A heart can be broken, but it keeps on beating just the same” (Unknown Source).    
     Although the aims of the research woven and crafted together form a narrative on 
infertility, as best and accurately as possible, the researcher is still left with some 
questions from the research, which will be addressed in the limitations section below.      
 
9.1 Limitations of the Research 
     Although this study has achieved its aims, there are some aspects, which might have 
served the purpose of the study better had they been done differently. In retrospect, the 
study underestimated the therapeutic value of conducting the group sessions, especially 
the depth of emotions and understanding the participants brought to the groups. And, in 
retrospect, the group sessions may have been too restrictive in terms of timeframes and 
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frequency; and the researcher should have made room for the possibility of more than the 
three sessions allocated for this research. However, the timeframe of three sessions was 
chosen because the researcher struggled to gather enough people for a sample; and in 
setting a timeframe, this encouraged people to consent to participating in the study. A 
timeframe for each group session was set up; and this was particularly difficult, as the 
willingness of participants to talk was underestimated.  
     As the sample size was restricted in numbers, it was not possible to interpret the 
quantitative data with elaborate statistics; and thus the quantitative findings were used 
merely to enrich the qualitative data analyzed. In addition, the trustworthiness of the 
results of this study could possibly have been improved, had there been a wider sample of 
participants, especially in terms of diverse backgrounds. Most of the participants were 
from middle-class, Westernized backgrounds; and perhaps the results of this study would 
have been different or richer, had a broader group of participants been sampled. Due to 
the relatively small sample size of this study, the information gathered from the study 
could not be generalized to, or considered representative of, the larger population.      
     Due to the voluntary nature of the study, the participation depended on the willingness 
of the patients undergoing infertility treatment to complete the questionnaires and 
participate in the group sessions. It was observed that patients who were very stressed 
about their treatment outcome were far less likely to volunteer to participate in the study 
than patients who were positive about the potential outcome of their infertility treatment 
cycles. For example, when approached, many participants expressed that the treatment 
cycle is strenuous enough; and that although therapeutic and supportive in nature, they 
did not want to join the group, as it would create an additional stressor in talking about 
their infertility, on top of this already traumatic experience.  
     This might have influenced the results of the study by skewing them in a slightly more 
positive direction. It may thus be necessary to address the method of selecting the 
participants for similar studies in future. A suggestion might be to investigate whether the 
participating fertility clinic could promote the group sessions, as part of a package of 
treatment; and thus every person entering treatment should attend the sessions. This 
would also account for a bigger sample size, as joining in on the group sessions would be 
part of the ‘official’ procedure for entering infertility treatment.  
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     These limitations have been discussed, in order to encourage an objective perspective 
in relation to the results obtained from the study. The following section explores the 
value of the study, and how it contributed to the field of research pertaining to the 
constructs of self-esteem, coping and infertility. 
      
 9.2 The Value of the Research 
     The data collected during this study served to fulfil the aims of this study, as they 
provided valuable insight into the narrative and daily lives of patients undergoing 
infertility treatment with specific reference to their self-esteem and their coping abilities.  
It is here submitted that this research, as a case study, relies on clinical data. The 
presentation of clinical data and the discussion of these data brings this research squarely 
into the field of a case study that does not pretend to be anything more than a case study. 
The power of this is that the research is self-limiting; and it makes claims that are 
meaningful, based on the data, maintaining the empirical nature of this research. In doing 
this, the research boosts the importance of exploratory work in the field of psychology 
and infertility. 
     Furthermore, this research was conducted in response to a traditional paucity of 
literature related to infertility treatment, the psychological implications of being 
diagnosed with infertility, self-esteem and the coping of patients who have undergone 
infertility treatment. The choice of implementing a psychological-intervention 
programme and including constructs, such as self-esteem and coping, was made in order 
to further contribute to the burgeoning field of research focusing on positive human traits, 
and ways of being in the face of perceived adversity and challenge. This study also 
contributes to the basic understanding of some factors that allow individuals faced with 
the challenge of infertility and treatment, to cope more efficiently with stressors; and in 
this manner enhance their self-esteem, coping and quality of life, while undergoing as 
well as after treatment cycles. The results of this study also serve the purpose of making 
clinicians in the field more aware of the day-to-day struggles these patients face, as well 
as giving them a better guide on those the areas that need attention during the therapeutic 
process of counselling infertility patients. 
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     In addition, the study has served the unexpected purpose of becoming a therapeutic 
experience for many of the individuals and couples, especially the wives, who had not 
previously been given an opportunity to speak freely about their experiences in an open 
and honest way. The unexpected purpose of this study provides important information on 
the lives of these participants, while undergoing infertility treatment, as it shows that they 
are often overlooked by both society and professionals in the field; they are also deprived 
of the opportunity to speak about their traumatic experiences. The results and ensuing 
discussion in this study point to the need for support from – not only friends, family and 
other patients undergoing treatment – but also from professionals working in this field. 
     It seems almost as though the unconditional environment that was created within the 
group context gave these participants the opportunity to ‘marry’ their real selves with 
their ideal selves, thereby giving them a better idea of where they are at. Something that 
seems impossible in the world of cultural expectations in which we live. Furthermore, 
although the small sample size was presented as a limitation to the researcher, in 
retrospect it contributed to the value of the research, as it aided in a deeper sharing 
amongst participants. Thus, a small group seems beneficial to a group that addresses a 
sensitive topic, such as that of infertility. The participants’ comments that confirmed this 
during feedback include: “The small group made it more intimate and easier to share”; 
and “Keep the group as small as possible; our group was a good size. Too many people 
could be a problem.” Another advantage of the small group size was that due to a deeper 
level of sharing, the participants had the opportunity to be heard, while they felt safe 
enough to tell their stories. Thus, the participants’ own story of infertility spontaneously 
took on form, making this narrative of experiences on infertility a central theme in this 
research. 
     Furthermore, this study has served the unexpected therapeutic purpose for participants 
in their shared experience of forming a network, and strengthening the participants’ 
support base. Thus, the exchanging of knowledge and resources between the participants 
offered encouragement and support to one another, which resulted not only in the 
strengthening of relationships with other fertility patients, but also in a deeper bonding 
between the couples, strengthening the bonds in their relationships in this crisis of 
infertility.  
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     Important coping strategies surfaced, which could aid therapists working with fertility 
patients. The results show that there is a dire need for cognitive restructuring, a strong 
religious and spiritual base is needed, in order to help individuals, as well as for couples 
to cope with and accept negative results. The results of this study thus point out that there 
is value in running psychological intervention groups, such as the ones implemented for 
the purposes of this study, as the shared experience seemed to help in the healing process 
of these participants. By developing and implementing workshops and pre-treatment 
courses of this nature, that are based on the results of this study, and in addressing the 
aforementioned dimensions and elements, the participating Infertility and Wellness Clinic 
might be able to assist their infertility patients to better adjust to, and cope with, the 
process of treatment.  
     The findings of this study, which will be made available to the participating Infertility 
and Wellness Clinic, may furthermore provide useful information on the understanding 
and counselling of patients undergoing infertility treatment. The participants of this study 
received general feedback on this research study. It is hoped that the information 
provided would assist the participants to achieve greater awareness of their own 
perceptions and experiences. It might also empower them to identify and change areas in 
their lives that are limiting their sense of worth, coping and general wellbeing. It may, 
furthermore, assist patients undergoing infertility treatment, to not only focus on the 
biological component of their life while on treatment, but also on the psychological and 
social components thereof.  
     Lastly, the findings could also be useful to help persons in adjusting to their changed 
life situation, and on how to live life to the fullest, despite the diagnosis given to them.  
     The next section looks more closely at recommendations for future research in this 
field. 
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9.3 Recommendations for Further Research 
     Since the present study focused only on a small sample of patients from a single 
privately managed health care unit, it is highly recommended that a study of this nature 
be replicated in the future to verify the findings of this research. Due to the small sample 
size, this research has simply touched the apex of what might prove to be a mountain of 
unresolved issues and problems. Thus, there is an enormous scope for further research in 
this area.  
     It is first recommended that the Infertility and Wellness Clinic involved in this study 
receive feedback on the results of this study – with the aim of providing them with 
information on how they could incorporate these findings into the future care of patients 
undergoing infertility treatment.  
     In addition, further research in this field – with the intention of setting up formalized 
practice guidelines for fertility patients, might be of great value to professionals and 
therapists in the field of infertility. The researcher briefly identified some practical 
guidelines for working with fertility patients. Firstly, the researcher feels that it is 
important for therapists to remember that the issue of infertility has no instant solutions or 
quick fixes, and that growth within a patient or couple is nurtured through really 
understanding, listening and caring.  
     Due to the sensitivity of the topic, as well as the trauma already experienced through 
treatment cycles, fertility patients entering therapy seem to nurture feelings of resistance 
towards a therapist; and thus it is important to create an atmosphere of unconditional 
concern regard for these patients. It is also important for the therapist to focus on the 
context rather than the content of the sessions, and to start where the individual or 
couples are at. The therapist must also at all times be aware that they are going to deal 
with questions that have no answers on a continuous basis, and that the main source of 
healing for these patients comes from shared experiences with others on the same 
journey.  
     Thus, when therapists attempt group sessions, a small group size is important in 
reaching the desired outcomes of therapy. The smaller group size also provides the 
opportunity for patients to tell their narratives. And this is an imperative part of the 
healing process. Furthermore, therapists need to always be aware of the grief cycle and 
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where your patient is at within this cycle, so as to guard against the possibility of 
depression. Finally, the researcher feels that every fertility patient needs to be treated 
holistically, focusing on all the dimensions of wellness (physical, financial, social, 
emotional, spiritual and intellectual), when in therapy. Focusing on the holistic 
development of patients could assist in equipping the individuals on treatment with a 
sense of self that would make them feel like a wholly integrated person – even after a 
failed treatment cycle, or a negative pregnancy result. This would provide the patients 
with the necessary skills to rejoin society and present a coherent life narrative – even 
after a negative pregnancy result. 
     It is also recommended that further research be conducted, with the inclusion of a 
larger and more diverse population group, without necessarily increasing the group size, 
which would be a more representative sample, thereby ensuring that the results would be 
more generalizable to the larger infertility population found in the South African context. 
As seen during the literature review of this study, there is a great need in South Africa for 
more information that is relevant and applicable to our country’s cultural groups, many of 
whom are suffering from stressful life events, such as infertility.   
     Furthermore, there is scope for research in the field of couples that have abandoned 
treatment after numerous failed cycles and their coping mechanisms. It might also be 
interesting and beneficial for couples undergoing infertility treatment to examine the 
interactive patterns or communication styles evident within families who have couples on 
infertility treatment, in order to determine whether there are patterns or trends, and what 
the causes are behind these. 
     Finally, the need for education, information and psychological support after negative 
results are all relevant areas for possible future research projects. The results obtained 
from these studies could contribute to a growing knowledge base on the treatment of 
fertility patients within the South African context. 
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9.4 Conclusion 
     This study has aimed to explore and describe the self-esteem, the coping resources, 
and the psychology of patients who have undergone infertility treatment at a privately 
managed health-care unit in the Nelson Mandela Metropole area, while participating in a 
psychological intervention programme. This study has attempted to place and facilitate 
the development of insight into the way in which individuals, in the midst of a crisis, such 
as infertility, find the strength to endure and overcome the pressures associated with this 
condition. This research study, therefore, inter alia has investigated self-esteem, along 
with providing an impression of patients’ general psychological wellbeing and coping 
ability during treatment.  
     This study has succeeded in providing some insight into and some understanding of 
the self-esteem, coping, and experiences, perceptions and insights of individuals 
undergoing infertility treatment participating in a psychological intervention group. In 
addition, the results of this study have identified a number of needs, which could be 
addressed by providing guidelines for professionals, and especially for those individuals 
themselves on how they could cope better with the treatment cycles. The results obtained 
in this study also provide guidance for future research in the areas of self-esteem, coping 
and the diagnosis of infertility.  
     Finally, infertility treatment can be described as a long journey, with an uncertain 
outcome. What was at stake during this research is whether or not we find in this story an 
articulation of something fundamental to human experience. The link with public ritual is 
significant because, one might say, ritual marks the existence of something genuinely 
shared. This was particularly the case in pre-modern societies, which were less 
susceptible to sentimental manipulation than is our media-dominating age. It is possible 
that this myth is, in fact, one of the most fundamental pictures of the human dilemma – 
and in that sense, it is universally shared.  
     It is evident through this research that patients are struggling to escape, to find a way 
to take hold of the handle of the door that can lead them out of their prison, that 
claustrophobic world, in which others are ‘merely projections.’ Could it be that the kind 
of world that is described in the opening quote of this chapter, “What is hell? Hell is 
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oneself, Hell is alone, the other figures in it one’s own projections”. The world where 
there is ‘no exit’, is a world in which the ‘others’ are in fact one’s own inner demons? 
     The researcher was of the opinion that the following quote presents a good summary 
of the essence and findings of the current study:  
 
We must take care to live not merely a long life, but a full one; for 
living a long life requires only good fortune, but living a full life 
requires character. Long is the life that is fully lived; it is fulfilled only 
when the mind supplies its own good qualities and empowers itself 
from within [Seneca, the Younger (first century AD) in Compton 
(2005, p.241)]. 
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23-03-2012
THE HUMAN ETHICS COMMmEE
NMMU
Re: PhD Study: Rina lordaan
Permission is hereby given that abovementioned candidate may use the facility at St
Georges Hospital, Port Elizabeth Fertility Unit to conduct her study, and patients from the
clinic may be approached to request participation.
Your sincerely,
DR DANIE BOTHA
Practice No: 0160000423157
St. Georges Medical Suites, 40a Park Drive, Port Elizabeth, 6001
Tel: 041 3730771 Fax: 0413742006
E-mail: info@fertilityunit.com Website: www.fertilityunit.com
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APPENDIX B: 
 
 
 
COVER LETTER TO PARTICIPANTS 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Dear Participant                                                                            October 2012 
 
 
     Thank you for agreeing to participate in my research project, which I am undertaking as 
part of the requirements for the completion of my doctorate at the Nelson Mandela 
Metropolitan University. I am conducting research, which focuses on providing infertility 
patients with a means to adjust better while undergoing their treatment. A literature review 
has indicated that although some research taps into the stress and coping patterns of 
individuals on infertility treatment, little research has been done to establish the coping 
resources, self–esteem and the perceived experience of infertile patients. 
  
     The aims of my research are to: investigate the subjective coping skills and self-esteem 
of infertile patients participating in a psychological intervention programme. I also aim to 
establish the perceived experience of infertile patients who have participated in a 
psychological intervention programme. Permission has already been granted by the 
relevant parties of the Port Elizabeth Infertility and Wellness Clinic for this research study 
to be conducted; and it is specifically aimed at identifying the effects of an intervention 
programme for patients undergoing infertility treatment. I hope to get 20 - 30 participants of 
different ages and backgrounds.   
 
     If you choose to participate in the study you will be requested to complete a 
biographical questionnaire, as well as two other questionnaires aimed at identifying any 
changes in your coping resources, as well as possible changes in the way you perceive 
yourself. This will be done during the course of the workshops presented, which have 
been specifically designed for infertility patients by a professional specialising in psycho-
education. Time will be set aside at the end of the last workshop, in which feedback with 
regard to the intervention will be given to the researcher. Feedback on the study’s 
outcomes will be provided in the form of a research study, which will be available at the 
Port Elizabeth Infertility and Wellness Clinic. Furthermore, individual counselling will be 
arranged for individuals who request it. 
• PO Box 77000 •  Nelson Mandela Metropolitan University 
• Port Elizabeth • 6031 •  South Africa •  www.nmmu.ac.za 
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INFORMATION AND INFORMED CONSENT FORM 
 
 
Title of the research project 
 
Self-Esteem, Coping  and The Psychology of Infertility 
Reference number 
 
 
Principal investigator 
 
Ms. Rina Jordaan 
Address 
 
 
Postal Code 
P.O. Box 1600 
Psychology Department 
Nelson Mandela Metropolitan University 
PORT ELIZABETH 
6000 
Contact telephone number 
 
(041) 5042330 
 
 
 
A. DECLARATION BY THE PARTICIPANT 
  
 
Initial 
I, the participant and the undersigned 
 
                              
 
I.D. number (of participant) 
 
Address (of participant) 
 
                                                                              (full names)                                                                                 
 
 
 
 
 
 
 
 
 
 
A.1 I HEREBY CONFIRM AS FOLLOWS: 
 
 
1. I was invited to participate in the above-mentioned research project that is being 
 undertaken by 
 
 of the Department of  
 in the Faculty of 
 
 of the Nelson Mandela Metropolitan University. 
 
Rina Jordaan 
Psychology 
Health Sciences 
 
2. The following aspects have been explained to me: 
 
2.1 Aim:  The investigator is studying: The coping resources, self-esteem and perceived experience of 
infertile patients. 
 
 The information will be used for the completion of a DPhil Psychology 
 
 
 
 
• PO Box 77000 •  Nelson Mandela Metropolitan University 
• Port Elizabeth • 6031 •  South Africa •  www.nmmu.ac.za 
• South Africa•  www.nmmu.ac.za 
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2.2 Procedures: I understand that I will need to complete the consent form and return it to the  
researcher on completion. In addition I will be required to complete a biographical questionnaire, as 
well as a Coping Resources Inventory and a Culture-Free Self-Esteem Inventory. I will also be 
required to attend three workshops and a focus group. 
 
 
2.3 Confidentiality:  My identity will not be revealed in any discussion, description or scientific 
publications by the investigators. 
 
 
 
2.4 Access to findings:  Any new information/or benefit that develops during the course of the study will 
be shared as follows: The researcher will provide a binded copy of the research dissertation to the 
participating unit. 
 
 
 
2.5 Voluntary participation/refusal/discontinuation:   
 
 My participation is voluntary 
 
My decision whether or not to participate will in no way affect my present or  future medical 
care/employment/lifestyle 
 
 YES  NO 
     X TRUE  FALSE 
 
 
3. No pressure was exerted on me to consent to participating and I understand that I may withdraw from 
the study at any stage without penalisation. 
 
  
 
4. Participation in this study will not result in any additional cost to myself. 
 
 
 
A.2 I HEREBY VOLUNTARILY CONSENT TO PARTICIPATE IN THE ABOVE-MENTIONED 
PROJECT.  
 
 Signed/confirmed at  
  
 
 
 
 
 
 
Signature or right thumb print of parent of 
participant 
 
 
 
Signature of witness 
 
 
 
Full name of witness 
 
 on  20 
 
A.3 IMPORTANT MESSAGE TO PARTICIPANT 
Dear participant 
 
Thank you for your participation in this study.  Should, at any time during the study: 
 
- an emergency arise as a result of the research, or 
- you require any further information with regard to the study, or 
 
 
 Kindly contact  
 at telephone number 
  
Rina Jordaan 
083 619 3535 / 087 550 1433 
 
 
 320
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
APPENDIX D: 
 
 
 
BIOGRAHICAL QUESTIONNAIRE 
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CONFIDENTIAL 
BIOGRAPHICAL QUESTIONNAIRE 
Please provide your particulars in the appropriate space provided or mark with an 
(X) in the block that contains the information applicable to you. 
 
1. Age (in completed years) _____________ 
 
2. Date of Birth: 
 __________/_____________/__________ 
 (Year)           (Month)              (Day) 
 
3. Home Language: 
 
  
 If Other, please specify __________________________ 
 
4. Marital Status 
Married Single Divorced Widowed Remarried 
 
5. Employment Status 
Employed Unemployed
 
 If employed, please specify your job description    
        _________________________ 
 
 
 
 
English Afrikaans Xhosa Other 
 322
6. If applicable, please specify the medical reason associated with your 
infertility. 
____________________________________________________________
____________________________________________________________
____________________________________________________________ 
 
7.  How long have you received treatment for infertility? 
 ______ years _______ months 
8. Which methods of Alternative Reproductive Technology programmes have 
you participated in? (e.g. IVF or GIFT). 
 ____________________________________________________________
____________________________________________________________ 
 
If you would like written feedback of the study’s general results, kindly fill in your 
details below.  The researcher will ensure that strict confidentiality of all 
information will be maintained. 
 
_________________________________ (Name and Surname) 
_________________________________ (Contact Telephone Number) 
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FOCUS GROUP INTERVIEW SCHEDULE 
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FOCUS GROUP INTERVIEW SCHEDULE 
 
Briefly explain the purpose of the interview 
 
Ask permission to make recording 
 
State that although the researcher will do their best to keep participants identities 
confidential as well as information gained during this session anonymity cannot 
be guaranteed and confidentiality may be compromised as a result of the group 
set-up interviews are taking place in. 
 
Make participants’ rights known; also emphasize that they may withdraw at any 
stage of the process or focus group.  
 
Ask permission to continue 
 
1. Perceptions about the programme, as presented by the educators: 
 What did you like about the way in which the educators presented the 
workshops programme? 
 What did you dislike about the way in which the educators presented 
the workshops? 
 
2. Perceptions about the content of the workshops: 
 What was easy to talk about? 
 What was difficult to talk about? 
 What in the workshops did you find helpful? 
 What do you feel was unnecessary or could have been left out? 
 
3. Suggestions to improve the programme: 
 What else must be included in the programme? 
 What other suggestions do you have for making the programme 
better? 
 
4. Perceptions about Infertility 
 Perceptions and understanding of infertility and the impact that this 
has had on their own lives. 
 
5. Attitudes towards Infertility 
 Discussion around challenges that infertility patients face in everyday 
life 
 
      6. Perceptions about being part of the research project: 
 How did you feel about filling out the questionnaires both the first and 
second time? 
 How do you feel about being interviewed? 
